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’ Editorial . 


Friederich Loeffler 


Eminent Bacteriologist 


HE contributions made to the science 

and art of Medicine by military sur- 
geons, from Ambroise Paré, down through 
Beaumont, Walter Reed, and hundreds 
of others, to the present, have been enor- 
mous. One such contributor, whose name is 
preserved in medical terminology, but who, 
otherwise, is little known to the profession, 
was Friederich Augustus Johannes Loef- 
fler. 

Loeffler was born in 1852, at Frankfort 
on the Oder, Germany, but little informa- 
tion regarding his early life and education 
is now readily available. For many years 
he was a Prussian army surgeon and, in 
1888, became professor of hygiene and di- 
rector of the Institute of Hygiene at the 
Imperial University of Greifswald, Ger- 
many, and was a medical privy Councillor 
of the German Empire, and a member of 
the Emperor William Academy, the Paris 
Academy of Medicine, and many other 
scientific organizations. 

When bacteriology began to develop, 
he turned his attention to that science 


and, in 1882, discovered the bacteria of 
glanders (Loefflerella mallei) and swine- 
erysipelas. In 1884 he established the 
causal relation of the diphtheria bacillus 
(Loeffler’s bacillus; Corynebacterium diph- 
theriae) and differentiated it from the 
pseudo-diphtheritic organisms causing dis- 
ease in pigeons and calves. About this time, 
in collaboration with Koch and Gaffky 
(another Prussian army surgeon, who suc- 
ceeded Koch as director of the Hygienic 
Institute at Berlin) he established the value 
of superheated steam as a method of steri- 
lization. 

In 1892 he eradicated the field-mouse 
plague in Thessaly by means of the Bacillus 
typhi murium; and, in 1898, proved experi- 
mentally that foot-and-mouth disease is 
caused by a filterable virus, and introduced 
a prophylactic inoculation against it. 

In 1887 he began the writing of an ex- 
cellent history of bacteriology which, un- 
fortunately, was left unfinished at his 
death, in 1915. 

As we study and discuss the basic sci- 
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ences and clinical arts of Medicine, it al- 
ways make such studies more interesting 
and vital if we have some acquaintance 
with the men who originated them and 
whose names we use daily in professional 
discussions. 


o 


Every man’s task is his life preserver.— EMERSON. 


A 
Legal Abortion 


Ir 1s GENERALLY ACCEPTED that it is lawful 


for a physician to terminate a pregnancy* 


when its continuance to term, or even for a 
lesser time than that, wou!d endanger the 
life of the mother. 

So much is reasonably clear, but there 
is a good deal of question as to what the 
phrase, “dangerous to the life of the 
mother,” actually and specifically means. 
Does it mean that, without the abortion, the 
mother would be liable to die within a few 
hours or days? Or that the continuance of 
the pregnancy to term would probably kill 
her? Or may it be extended to cover cases 
where the mother might not actually die 
as a result of the normal termination of her 
pregnancy, but where the birth of a baby 
would so shatter her physical and mental 
health that the continuance of life would 
be such an intolerable burden and torment 
that death would be preferable? 

Sweden has recently extended the provi- 
sions for legal abortion (see Birth Control 
Review, Oct., 1938) to include “humanitar- 
ian reasons” (cases of rape and where the 
expectant mother is under 15 years old); 
“eugenic reasons” (where serious physical 
or psychic disease might be transmitted) ; 
and “medico-social reasons” (such as the 
cases of worn-out mothers). 

Some light has been thrown on this de- 
batable subject by a recent court decision in 
England (See Daily Telegraph and Morning 
Post, and Daily Express, London, Eng., 
July 20, 1938), a brief outline of which 
should be of deep interest to American phy- 
sicians, lawyers, and judges. 

A young girl, less than fifteen years old, 
was raped by several troopers of the Royal 
Horse Guards, and pregnancy resulted. She 
was taken to a woman physician, Dr. Joan 
Malleson, who referred the case to Mr. 
Aleck William Bourne, a gynecologist and 
obstetrician of high standing, who, after 
spending eight days in a study of the patient 
and of the circumstances resulting in her 
condition, placed the girl in a reputable hos- 
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pital, openly performed an abortion, and 
challenged prosecution for having performed 
an “illegal operation.” 

Some of the statements of Mr. Bourne’s 
counsel, Roland Oliver, K.C., and of the 
trial judge, Mr. Justice Macnaughten, are 
highly pertinent and thought-provoking. 

Counsel said: “The Attorney-General is 
asking you to take the view that before this 
operation could be undertaken one had to be 
satisfied, and honestly of the opinion, that 
the mother would die if he did not. 

“If that is the law he has got no defense. 
He does not pretend he has. Can it be the 
law? 

“T say it is rather an extravagant proposi- 
tion. It means that before pregnancy may 
be terminated a doctor has to say ‘If I do 
not terminate the pregnancy, the girl is 
going to die.’ 

“If he is faced with the practical certainty 
that she will have a complete mental and 
nervous breakdown he must not operate. I 
submit that that proposition cannot be right. 
It revolts one’s sense of justice, and every 
other sense. 

“Right or wrong, he has given that girl 
the best chance she could ever have in life 
again after that dreadful thing had hap- 
pened to her.” 

The Judge, in his summing up, remarked: 
“You have heard a great deal of discussion 
of the difference between danger to life and 
danger to health. It may be you are more 
fortunate than Iam. I confess I had great 
difficulty in understanding what the discus- 
sion really meant. 

“All life depends on health, and it may 
be that health is so gravely impaired that 
death results. 

“The Attorney-General assumes _ that 
there is a clear line of distinction between 
danger to health and danger to life. 

“But is there a clear dividing line of dis- 
tinction? I should have thought not, and 
I should have thought that impairment of 
health may reach a stage where it was a 
danger to life. 

“TI do not think it is contended that these 
words mean merely for the preservation of 
the life of the mother from instant death. 

“If pregnancy were likely to make a 
woman a physical or mental wreck, a jury 
is quite entitled to take the view that a doc- 
tor, under circumstances of his belief, 
operated for the purpose of preserving the 
life of the woman.” 

After considering the evidence in this 
case for forty minutes, the jury returned a 
unanimous verdict of “not guilty.”” When the 
news of this verdict: reached the British 
Medical Association, which was then in 
session, it was greeted with cheers. The girl 
whose “life had been saved” was the first 
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one to shake the hand of the released defend- 
ant. 

It is obvious, of course, that this was an 
unusual case, but practically every active 
general clinician in this country sees one 
or more cases every year, in which the cir- 
cumstances are such as to demand the 
termination of a pregnancy, for the preser- 
vation of all that makes life worth living, 
if not of life itself. 

The available records do not show, speci- 
fically, whether Mr. Bourne called a profes- 
sional consultant in this case, as is the 
custom in this country under similar con- 
ditions, but such a practice is highly desir- 
able, in order to minimize legal difficulties, 
if another open-minded and humane physi- 
cian is available. 

It would, obviously, be fruitless to call as 
a consultant a man who, by reason of 
religious or other prejudices, was firmly op- 
posed to the performance of abortion for 
any reason whatever. 

Now that reliable information on contra- 
ception is fairly generally available, there 
will be less calls upon physicians for the 
performance of abortions, and when such 
information is at the disposal of all women, 
these calls will cease entirely. Meantime, 
every such case which arises should be con- 
sidered on its merits, prayerfully and in the 
light of one’s professional knowledge and 
conscience, and of one’s understanding and 
sympathy as a human being. 

This is no advocacy of the indiscriminate 
performance of abortions, but merely a plea 
for the same type of thoughtful discrimina- 
tion and individualization in these cases that 
the conscientious surgeon applies to all his 
patients, unhampered by ancient taboos and 
ignorantly conceived and barbarous laws. 


A 


We cannot change natural laws, but we can modify 
the resuits brought about by their action by the in- 
troduction of new forces.—ANNIE BESANT. 


A 


Festina Lente 


W © sometimes get the impression, as we 
read of the prodigious strides which are 
being made in scientific research and indus- 


trial and mechanical achievement, that 
humanity is rushing forward at a tremen- 
dous pace and that Medicine is rapidly ap- 
proaching a place where there will be noth- 
ing left to learn. 

Such an impression, however natural to 


Slowly 


the casual observer, is highly erroneous. 
The surroundings and circumstances of man 
have undergone revolutionary changes in 
the past half-century, but the human race— 
the men and women who are living in this 
new environment—continues to pursue its 
leisurely progress along the path of evolu- 
tion, unhurried by telephones, electric lights 
and power, the radio, x-rays, or even trans- 
Atlantic flights. Persons scutter feverishly 
about a multitude of affairs, many of which 
are scarcely worth while, but the develop- 
ment of the human heart and mind and soul 
requires time and very much thought. 

It helps us to get a due perspective upon 
ourselves to read the works of Hippocrates. 
Many of the statements of the Father of 
Medicine might have been written last week, 
so full are they of the age-old and unchang- 
ing truths upon which medical practice is 
based, and which we are now rediscovering, 
with blare of trumpets, under the impres- 
sion that they have never been stated before. 

Scientific discovery has far outrun prac- 
tical application. Inspiration may come to 
the imaginative genius in a flash; but the 
knowledge of how to use and evaluate the 
new discoveries is acquired only by the slow 
process of experience by trial and error, 
with hours of painstaking observation and 
other hours of deep and concentrated pon- 
dering upon the things observed. 

Here is an example of the slowness with 
which large problems of medical and social 
economy are solved: 

“It is known to your committee that 
numerous individuals, well-to-do in the 
world, are in the habit of resorting to the 
cliniques of the schools to obtain, gra- 
tuitously, advice for which they are fully 
able to pay. Thus a direct and positive 
injury is inflicted upon a large and deserv- 
ing class of our brethren, whose means of 
livelihood and pecuniary receipts are pro- 
portionately curtailed.” 

No. You are wrong. This is not an ex- 
tract from a committee report presented to 
the House of Delegates at the eighty- 
eighth annual A. M.A. meeting in Atlantic 
City. It is taken from a report read at the 
second annual meeting of the Association, 
in 1849. How much progress have we made 
toward the solution of this particular prob- 
lem in eighty-eight years? 

This is no invitation to take a pessimistic 
view of life. The race is progressing, regu- 
larly and perceptibly, and Medicine is pro- 
gressing with it, but is progressing equally 
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slowly because the practice of the healing 
art is in the hands of hwman beings and can 
never go faster nor farther than they go. 
No cause for discouragement is here, but 
the recognition of these facts should help 
us to regulate our periods of undue excite- 
ment over various things and cause us to be 
less disturbed over trifling occurrences and 
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operations are performed by highly trained 
specialists, in large and elaborately equipped 
hospitals, and that only under such circum- 
stances is it safe to cut into the human body. 

Of course, country people know better 
than that, because they have seen their 
family doctors operate, in the home or in 
some small private hospital (as Dr. Hertz- 


salutary mistakes. It 
should broaden and 
deepen our sense of 
humor, which is the 
same as saying, make 
us better philosophers. 

There is no royal 
road to wisdom or art 
or ability or any other 
of the really big things 
of life. We get only 
what we have earned. 
Much thinking must 
precede action, if the 
results of our activities 
are to show permanent 
and satisfying develop- 
ment. 

We are wise if we 
hasten slowly, taking 
time as we go to ob- 


NEXT MONTH 


Dr. Guy S. Van Alstyne, of 
Chicago, will present a report 
of a case of thyrotoxicosis due 
to “ovarian goiter.” 

Dr. Henry C. Scholer, of Mon- 
mouth, Ill, will review and 
comment upon the literature 
dealing with the uses of insulin 
in surgery. 

The second and concluding 
part of Dr. Bengtson’s article 
on the pituitary treatment of 
alopecia, will appear, with his 
interesting and ingenious com- 
ments on the endocrine factors 
in hair growth. 


COMING SOON 
“The Endocrines and Person- 
ality,” by Herman J. Achard, 
M.D., Glendale, Calif. 
“Rectal Causes of Anemia,” 


ler, “The Horse and 
Buggy Doctor,” and 
many others, have 
done), and cure his pa- 
tients promptly and 
satisfactorily. 

As a matter of fact, 
these “surgical yeo- 
men,” as they have 
been dubbed by Dr. 
Allen G. Rice—the gen- 
eral practitioners who 
perform most of the 
necessary operations in 
their practices as a 
part of the day’s work— 
are doing well over 
half of the surgery in 
the United States, and 
their results, judged 
by mortality and mor- 


serve and meditate up- by 
on all the charming 
and beautiful things 
which are going on all 
around us, every day, as well as on the 
strictly professional matters which neces- 
sarily engage most of our waking hours. 

Remember, we, as individuals and as 
physicians, can advance little if any faster 
than human society advances, and that we 
can never really be better doctors than we 
are men. 


A 


To know how to wait is the great secret of success.— 
DeMarstre, 


Surgical Yeomen 


THe AVERAGE LAYMAN, especially in the 
cities, has the impression that all surgical 


Charles J. Drueck, M.D., 
F.A.C.S., Chicago, III. 


bidity statistics, are as 
good or better than 
those of the specialists 
whese names appear 
frequently in the newspapers—in appendi- 
citis and peritonitis, twice as good. 

The general practitioners are the back- 
bone of the medical profession, and in these 
troubled times, more and more of them 
should be fitting themselves to join the 
ranks of the “surgical yeomen,” for their 
own sakes, as well as for the benefit of 
their patients. A moderate amount of hard 
study and a few weeks of postgraduate 
training, added to the experience and com- 
mon sense they already have, will put them 
in shape to join the noble army of servants, 
to which Ephraim McDowell, William Beau- 
mont, and J. Marion Sims belonged. 

More power and glory to our sturdy 
“surgical yeomen”! 
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Insulin As a Sedative’ 


By 


G. Witse Rosinson, Jr., M.D., Kansas City, Mo. 


EDATION, in psychiatric and general 

practice, has always been a _ serious 
problem. Emotional tension states, mania, 
insomnia, and various other conditions 
which need sedation must be controlled to 
prevent exhaustion and to aid in the gener- 
al therapeutic management of the patient. 
Standard sedative procedures can be di- 
vided roughly into drug therapy, physical 
therapy, and psychotherapy. There are 
many combinations, dictated by the indi- 
vidual clinical experience of the practi- 
tioner. 

All of these procedures present valid ob- 
jections to their routine and general use. 
Drugs are cumulative and toxic, and evi- 
dence is piling up that many preparations 
which are widely used are distinctly danger- 
ous when given in large doses over any con- 
siderable period of time. Many patients, 
at the time of admission, are already so 
toxic that the doses needed upon hospitali- 
zation aggravate the toxemia and confusion. 

Hydrotherapy may be contraindicated in 
certain conditions that require sedation. 
The best results are obtained with special 
equipment and with technicians who are 
trained in the several procedures. Both are 
not always available to secure the desired 
results. 

Psychotherapy is effective only when the 
patient is at least moderately cooperative 
and the operator is skillful and can give 
the required time to the procedures. The 
general ineffectiveness of such treatment is 
shown by the wide use of drugs and hydro- 
therapy in clinics where psychotherapy is 
stressed. 

Any sedative procedure which would be 
easily administered, non-toxic and non-ad- 
dictive, and which would require no special 
equipment or training in its administration, 
would be definitely beneficial as an aid in 
the handling of many cases. 

Insulin, with or without simultaneous 
dextrose intake, has been used for this pur- 
pose. Klemperer,’ Puyuelo,? Steck,’ Gokay,* 


*From the Neurological Hospital, Kansas City. 


Kral et al,’ and I°® have found that insulin 
is very valuable in the treatment of acute 
alcoholic psychoses. While the beneficial 
effect in these cases seems to be primarily 
a reactivation of the liver detoxification 
function, Steck believes that insulin, com- 
bined with a high carbohydrate intake, has 
a distinct sedative effect. Sakel’ and others 
have pointed out the benefit of heavy in- 
sulin doses in morphine withdrawal. He 
does not attribute this benefit to a sedative 
action primarily, yet this effect is promi- 
nent. Wegierko*® has used mild shock as an 
hypnotic and analgesic in several diverse 
conditions. Dienst® reports that laboratory 
dogs, when given insulin, fall asleep when 
the blood sugar falls to 40 or 50 mg. per- 
cent. Nordsted et al” report that their hu- 
man subjects felt drowsy after intravenous 
injections of insulin during the period of 
rising blood sugar following hypoglycemia. 
The somnolence noticed in the early stages 
of insulin shock (Sakel) is too frequently 
observed to require more than mention. All 
of these reports show that there is a side 
effect, following the injection of insulin, 
which produces relaxation and sedation, and 
which may or may not be a secondary re- 
sult of increased carbohydrate metabolism. 

The opportunity to test new sedative, 
hypnotic, or analgesic procedures clinically 
occurs daily in psychiatric practice. We 
should use as our criteria of value three 
points: the degree of relaxation secured; 
the subjective sensations of the patient; 
and the after-effects. Many sedatives are 
suitable in one or two of these points, but 
I have yet to use any preparation or pro- 
cedure that gives perfect results in every 
patient. I have found that insulin and carbo- 
hydrate combinations, varied to meet the 
individual indications, are highly effective 
in hospital practice. 


Technic 


I have found it impossible to set up a 
standard routine. The wide variation of 
sensitivity to insulin in normal individuals 
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and psychiatric patients prevents this. The 
state of nutrition, the presence of drug 
toxemia or of organic disease, and the age 
of the patient are factors to be taken into 
consideration in the individual case. The 
standard routine used on the majority of 
patients at the Neurological Hospital, and 
from which deviations are made, is as fol- 
lows: Twenty (20) units of insulin are 
given subcutaneously at 6:00 P.M.; the eve- 
ning meal is served at 6:30 P.M.; at 9 
P.M. a second dose of 20 units is adminis- 
tered. Following this the patient is urged 
to drink two or three glasses of orange 
juice or other fruit juice containing several 
grams of dextrose. Relaxation develops, 
in the average case about 10 o’clock, and 
the patient usually drops off to sleep. If he 
does not, a third dose of 20 units is given 
at midnight. This dose is almost always 
effective. 

This routine is somewhat different from 
Wegierko’s. He advises 20 units intraven- 
ously or 40 units intramuscularly. No dex- 
trose is given until a mild reaction de- 
velops, at which time the dextrose is given 
in sufficient amounts to counteract the in- 
sulin. Our doses are larger than Steck’s, 
who uses 5 to 10 units repeated in an hour, 
followed by 60 grams of dextrose one hour 
later. He says that the dextrose may be 
given with the first dose, and that this 
method is equally effective. Variations in 
these procedures are worked out to meet 
the clinical needs of the individual patient. 

Mania, over-activity, and excitement, with 
or without impending exhaustion, frequent- 
ly must be controlled at any time of the 
day or night. From 20 to 30 units of in- 
sulin are given when indicated. The hunger 
reaction may develop, and with it cooper- 
ation begins. The patient is urged to drink 
orange juice, and after several glasses the 
symptoms usually quiet down and the pa- 
tient may be accessible and fairly coopera- 
tive for a varying length of time. He may 
s'eep, but usually will not unless the second 
dose is given in from three to five hours. 
If he does not cooperate, no effort is made 
to give dextrose by mouth or by vein un- 
less symptoms of impending shock develop. 
If the first dose is not effective, 20 units are 
given three hours later, and usually accom- 
plish the desired results. 

Nutritional states are of slight impor- 
tance, as many malnourished, even ema- 
ciated patients tolerate an excessive amount 
of insulin. However, if there is a suspicion 
of disease or malnutrition of the cardiac 
musculature, great care must be exercised. 
Modern” reports that hypoglycemia is not 
without danger in the presence of heart 
disease. 

There are a few very resistant patients 
who do not react to routine doses. In these, 
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doses may be increased to tolerance, as 
shown by symptoms of impending shock. 


The Physiology of Sleep 


Sleep is still a major physiologic mys- 
tery. Adrian,” in his Purser Memorial Lec- 
ture on the Physiology of Sleep, states that 
the physiology is unknown, and that for 
years it has been the reproach of physiology 
that it could tell next to nothing about 
sleep. Kleitman® points out certain defi- 
nite criteria for sleep, and lists as the most 
important of these: (1) Loss of critical re- 
activity to events in the environment; (2) 
an increased threshold of reflex irritability 
and general sensibility; and (3) a capacity 
to be aroused or brought back to a state of 
wakefulness. In contrast to the inactivity 
of coma and narcosis, sleep is a change 
which is easily reversible. 

He further emphasized the role played 
by muscular relaxation and the consequent 
diminution in proprioceptive stimulation, 
pointing out that sleep is easily induced, 
even in the absence of fatigue, when a per- 
son or an animal is made to relax. It is 
relatively easy to rid ourselves of sensa- 
tions of touch, taste, smell, sight, and hear- 
ing, but even in resting postures muscle 
tone is sufficient to maintain some bom- 
bardment of the brain with afferent im- 
pulses from proprioceptors. It will be re- 
called that the sense organs in muscle 
which respond to stretch show little adap- 
tation, while the cutaneous receptors sub- 
serving touch and pressure soon cease ac- 
tivity when the stimulus is kept constant. 
Therefore, when one lies down in a quiet 
and darkened room, the greater part of the 
stimuli falling on the central nervous sys- 
tem are afferent impulses from muscle pro- 
prioceptors, and the reduction of these 
through muscular relaxation, whether in- 
tentional or unintentional, tends to bring 
on sleep. 

Sleep has been studied from many angles, 
both in the laboratory and clinically. There 
are many theories about it, but none of 
them complete from all standpoints. How- 
ever, certain well-controlled experiments 
have demonstrated some of the changes ac- 
companying sleep. Verworren conceived 
that sleep is merely a biologic phenomenon 
—a cycle of excitation followed by a change 
in excitability; a refractory stage, during 
which the excitability falls considerably. 
This is an active conception which differen- 
tiates it from Kleitman’s view detailed 
above, which places relaxation as a passive 
response to environment. Attempts to dem- 
onstrate a substance which would cause 
this cycle led to Pfliiger’s and Dubois-Rey- 
mond’s conception that this phenomenon is 
an over-saturation of the brain with carbon 
dioxide and a lack of oxygen. Pieron™ dem- 
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onstrated a hypnotoxin—a substance found 
in the serum of dogs after they had been 
kept awake for a long period, which caused 
sleep when injected into normal animals. 

The chemical conceptions of sleep have 
had many adherents, but so little is known 
of cerebral metabolism that these, as spe- 
cific theories, are really only interesting 
conjectures. The vasomotor theory of 
Claude Bernard, Nathanson, and others, 
which explains sleep as a cerebral anemia, 
has been “laid to rest,” in the opinion of 
Gibbs et al,° who found no significant 
changes in the volume flow in the internal 
jugular vein during sleep. The hormone 
theory of Mingazzini and Barbar and von 
Summon may be accepted as part of the 
whole phenomenon, but a mechanism to 
control the periodicity of the glands must 
be assumed. 

Hess® demonstrated that electrical stim- 
ulation of certain centers of the dien- 
cephalon caused his animals to fall into a 
natural sleep, from which they could be 
easily aroused and immediately put back 
to sleep. He believes that this area inhibits 
other areas of the cerebrum, attempts to 
integrate all of the factors into a whole, 
and inaugurates an active schematic theory 
which, in brief, is as follows: The somatic 
nervous system controls the function of the 
organism to the environment and is sup- 
ported by the sympathetic, which is func- 
tionally responsible for the immediate effi- 
ciency of the somatic nervous system. The 
parasympathetic restricts and conserves for 
the future, and dominates sleep as a part 
of conservation. Hoff’ agrees with Hess, 
stating that we must assume a sleep center. 
Economo”™ postulated the existence of such 
a center, and that there are two kinds of 
sleep—brain sleep and body sleep. 

Jores® demonstrated a definite cycle of 
physiologic function, showing, among other 
things, a fall of blood-sugar levels in the 
afternoon and a rise in the early morning 
(3 to 5 A.M.). Dienst and Winter’ pointed 
out that sugar, by mouth, may induce sleep, 
and has been used for years in socalled 
popular medicine. Sleep is in proportion to 
the secondary hypoglycemia, and they con- 
clude that every hypoglycemia involves 
symptoms of sleep. They also point out 
that the hypnotic drugs which act on the 
brain-stem cause a drop in blood sugar of 
as much as 30 mg., following the initial 
rise. Alcohol, paraldehyde, and other cor- 
tical-acting drugs cause marked hypergly- 
cemia by disturbance of liver glycogen 
storage. Defandorf® showed that, with 
paraldehyde, in normal dogs, this rise was 
slight, but that in emaciation the rise was 
marked. Dienst goes on to show that the 
acid-base balance influences the effective- 
ness of hypoglycemia on sleep. Acidosis 
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means hyperglycemia and sympathetic pre- 
ponderance; alkalosis, hypoglycemia and 
vagus preponderance. 

We are, then, faced with experimental 
evidence and theoretical considerations to 
suggest that sleep is a physiologic process 
in which carbohydrate metabolism, acid- 
base relations, and the autonomic nervous 
system exert an influence or are influenced. 
Since no single factor has been shown which 
sets off the general mechanism that even- 
tually leads to the stimulation of the sleep 
center of Hess, no specific evaluation of the 
importance of the different factors can be 
propounded. 

There is an additional consideration. 
Diethelm.” in a review of the influence of 
emotions on dextrose metabolism, showed 
that, in all emotional states other than 
simple elation and depression, dextrose tol- 
erance curves deviated from the normal, 
and that, in chronic and less acute emotion- 
al tensions, there is a prolongation of time 
for return to normal. These reactions are 
attributed to the discharge of adrenalin. 
In the latter case, the normal insulin mech- 
anism is probably counteracted by an 
over-active sympathetico-adrenal apparatus. 

Wittkower” does not agree with these 
observations exactly as to dextrose toler- 
ance, but does show that many somatic 
functions are affected by emotional states. 
McCowan and Quastel™ show that there is 
close correlation between their H.I. (hyper- 
glycemic index) and the emotional tension. 
Benign stupor gives a low index (normal), 
showing that stupor has abolished emotion- 
al tension. Tod™ confirms these findings. 


Clinical Application 


The patient who requires sedation is in- 
variably under the influence of abnormal 
emotional tension states, which seem to dis- 
turb carbohydrate metabolism. It is not 
known which is cause and which is effect, 
but we can certainly assume that distur- 
bance of carbohydrate function accompanies 
the emotional tensions that are present in 
all conditions that require sedation. 

It is impossible to attempt to fit the re- 
laxation produced by insulin exactly into 
this picture. Insulin is an active agent 
affecting carbohydrate metabolism, and in- 
fluences the acid-base balance through its 
influence on carbohydrate metabolism. Its 
action upon the autonomic nervous system, 
primarily and secondarily, is not complete- 
ly understood, but it does not seem to have 
a profound action on either division. It 
might seem, from the foregoing discussion, 
that the use as a sedative of a carbohy- 
drate regulator which, at least secondarily, 
affects the autonomic nervous system and 
influences the acid-base equilibrium, prob- 
ably has a physiologic basis. 





64 


Leading 


Wegierko has shown that mild insulin 
shock relieves pain arising from cholelithia- 
sis and nephrolithiasis. This relief apparent- 
ly comes from relaxation of the muscular 
spasm, although he gives no physiologic 
basis for the mechanism. Relaxation, with 
diminution of proprioceptive sensations, 
is Kleitman’s basis for sleep, and it is con- 
ceivable that this action of insulin, which 
may not be related to carbohydrate me- 
tabolism, is the important factor. 

It is not possible to discuss this proce- 
dure pathologically or physiologically in the 
light of our present knowledge, because we 
are faced with the facts that the mechanism 
of sleep is unknown and that all the ac- 
tions of insulin have not been worked out. 
There is much to learn. 

But we do know that it is effective. The 
scattered reports cited here, and my own 
experience, show that the procedure pro- 
duces relaxation, followed by sleep, in a 
way as yet undetermined. It has a num- 
ber of advantages: It is easy to administer, 
regardless of the state of the patient; it re- 
quires no expensive technical personnel or 
equipment; it has no toxic after-effects; it 
is, under no circumstances, addictive; it 
helps to promote metabolism and the physi- 
cal well-being of patients who are already 
undernourished; and it is never dangerous 
when controlled by an intelligent personnel. 

It has the following objections: It must 
be given hypodermically, thereby some- 
times giving the patients the idea that 
morphine is being used, hence they should 
be told that they are receiving a gland ex- 
tract and, if necessary, exactly what they 
are receiving, so that they will not turn to 
morphine after they leave the hospital; it 
can be used only in hospital practice, be- 
cause trained watchfulness by the floor 
nurses is necessary, no special nurse being 
required; the subjective sensations of shock 
may alarm the nervous, sensitive patient, 
but if such patients are given a full ex- 
planation beforehand, they will expect it 
and their fears will be allayed; it is prob- 
ably contraindicated in the face of organic 
diseases of certain types, but a technic 
might be developed for handling such cases. 

Shock, of any degree, is not necessary to 
make this method effective, and a constantly 
falling blood-sugar curve is not a necessary 
physiologic response. Blood-sugar studies, 
at frequent intervals, show that the blood- 
sugar levels fluctuate in the various pa- 
tients, depending upon their reactivity to 
insulin and the amount of dextrose made 
available in the blood stream. There is no 
consistent relation between the amount of 
the blood sugar and drowsiness. Sometimes 
the reading is lower than the preliminary 
determination, and sometimes it is higher. 

The procedure is more effective, in the 
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resistive case, when mild shock reactions 
develop. However, where feasible, reactions 
are avoided by dextrose, in the cooperative 
patient, because of the subjective sensations 
which the average patient does not like. On 
the other hand, intelligent, cooperative pa- 
tients, who have experienced mild shock dur- 
ing this procedure, tell me that they prefer 
the temporary shock sensations to the toxic 
after-effects following barbiturates and the 
depression following bromides. 

The reaction to insulin is true relaxation 
and sedation. Many times, in psychiatric 
practice, the patient must be narcotized be- 
fore he will rest. This procedure is irre- 
versible until the effect of the hypnotic 
or narcotic has worn off. Insulin, with dex- 
trose, gives true relaxation, sleep follows 
naturally, and is readily reversible. The pa- 
tient awakens refreshed, clear-headed, and 
usually comments that he feels as if he had 
a “normal” sleep. In spite of pharmacologic 
evidence of low toxicity, and in spite of 
statements made by reputable investigators, 
the various hypnotics and narcotics avail- 
able today almost invariably have a toxic 
after-effect, and the patients complain of 
“abnormal” or “drugged” sleep. 


Indications 


This procedure is indicated whenever re- 
laxation and rest are desired, keeping in 
mind the disadvantages heretofore dis- 
cussed. It is effective in mania, over-activ- 
ity, and hysterical excitement. It is useful 
in controlling hysterical exaggerations of 
pain. It is especially indicated in the pres- 
ence of drug toxemia, where sedation is 
still necessary. It is very helpful in sober- 
ing up the alcoholic patient and in post- 
alcoholic insomnia. It can be used, with 
modification, in insomnia in anxiety neu- 
rosis states and other similar conditions 
where sleep is a major problem. 

The following short case discussions il- 
lustrate the usefulness of the 
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Case 1:— R.S., age 21, male, mixed type 
manic-depressive psychosis. 

The patient was very much disturbed, 
noisy, resistive, and aggressive upon admis- 
sion. Hypnotics, in the form of chloral and 
barbitals, were only briefly affective. He 
would awaken after a short nap, and re- 
mained clinically unchanged. After eight 
days of attempts to secure a good period of 
rest, the insulin routine was given em- 
pirically. It had never been used before on 
this type of case in this hospital. The pa- 
tient had his best night, sleeping soundly 
from 11 P.M. until 6 A.M. The procedure 
was repeated for the next three weeks, 
with varying success, but the average 
amount and quality of rest was very much 
better than our experience of the first week. 
During the day there was no marked clinical 
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change. Insulin shock therapy was sug- 
gested to the family, but was refused. 

Case 2:—H. P., age 54, female, acute pain 
in the left hip. 

The patient was admitted with a severe 
painful condition of the left hip and side. 
It was not localized to any structure and 
seemed to be an hysterical exaggeration, out 
of proportion to the possible pathosis. She 
was crying at times, screaming, complain- 
ing bitterly, and was confused and disori- 
ented. The family gave a history of her 
having taken large quantities of barbit- 
urates and eight grains of morphine by 
mouth during the preceding 24 hours. With 
this history, we did not feel that any more 
hypnotics or analgesics could be given safe- 
ly or that they would be effective. 

Twelve hours after admission, the patient 
received 30 units of insulin. One hour later 
she was quieter, and dozed at intervals. She 
showed no signs of shock. Three hours after 
the first dose she was given an additional 
30 units and spent a very much improved 
afternoon. The pain returned in its original 
severity in the early evening and she was 
given a “sterile” hypodermic injection, 
which had absolutely no effect. Insulin in- 
jections controlled the pain for the rest of 
her stay in the hospital, and the pain com- 
pletely left her at the end of the tenth day. 
Only once did the patient show any evidence 
of an insulin reaction. 

Case 3:—E. W., age 51, male, anxiety 
neurosis. 

The patient was admitted from another 
hospital with the history of insomnia and 
a typical anxiety state. He had been treated 
for six weeks with heavy doses of barbitur- 
ates and suggestion. He slept only when the 
dose of barbital was heavy enough, and was 
always extremelv toxic during the following 
forenoon. He did not respond to the small 
doses of insulin, but with 50 units he would 
have a mild shock, which was quickly cor- 
rected and followed by a good night’s sleep. 
The patient was under this treatment for 
five weeks, made a complete recovery from 
all anxiety symptoms, and has been at work 
for six months, sleeping well without med- 
ication. 

Case 4:—E. B., age 45, male, alcoholic. 

The patient was admitted in a very dis- 
agreeable, antagonistic, aggressive state of 
intoxication. He would not cooperate. He 
showed no psychotic symptoms. Twenty 
units of insulin were given at 2, 5, and 9 
P.M. No other sedative or hypnotic was 
used. For psychologic reasons he was given 
4 ounces of whiskey during this period. He 
fell asleep at 11 P.M. and slept six hours. 
This was the first sleep he had had without 
hypnotics for seven weeks. He had been 
taking 4% grains of Nembutal or 6 grains 
of Sodium Amytal upon retiring. The in- 
sulin procedure was increasingly effective 
each succeeding night, until it was discon- 
tinued with the disappearance of the symp- 
toms of alcoholic toxemia. 

Case 5:—H. W., age 44, male, alcoholism 
and insomnia. 


The patient was admitted acutely intox- 
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icated, but cooperative. He gave a history 
of chronic alcoholism, and his reason for 
drinking as chronic insomnia. He had never 
taken any hypnotics or sedatives except 
alcohol. Withdrawal was simple, but the 
patient could not sleep for more than two 
of three hours at a time following detoxifica- 
tion. He was started on a routine of insulin, 
20 units at 6 P.M. and again at 9 P.M. He 
slept exceptionally well under this routine 
for three nights, returned home, found that 
he could not sleep, came back to the hospital, 
and spent five more nights with us. The 
quality of his sleep under insulin was good, 
and upon his final discharge he found that 
his insomnia was much better. This state 
has continued for eight months, during 
which he has not used alcohol. 


Summary 

Sleep is still a physiologic mystery, but 
relaxation is an important part of the mech- 
anism, and without it “normal” sleep is 
impossible. 

Drug therapy is frequently hypnotic in 
character, is toxic, and may be addictive. 

Insulin, the carbohydrate metabolism reg- 
ulator, produces relaxation, followed by 
sleep. Its action is not hypnotic nor anes- 
thetic. The mechanism cannot be explained, 
due to lack of many fundamental facts re- 
lating to cerebral metabolism, sleep, and 
carbohydrate metabolism. 
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The Cervix Uteri 


By 


James W. Kennepy, M.D., F.A.C.S., Philadelphia, Pa. 


HE normal uterine cervix is the least 

subject to malignant disease of any 
structure in the female pelvis, and the most 
subject to such disease if it has been neg- 
lected and abused from injuries of labor 
and their consequences. 

Over one-third of the cancers in women 
occur in the uterus, and fully ninety-five 
percent of the deaths from cancer of the 
uterus result from neoplasms of the cervix. 
There is no location in the human body 
where cause and effect stand out in such 
glaring sequence as that seen in the abused 
cervix and its sequel, carcinoma. 

There is no occurrence of cancer in any 
organ which can be recognized in a great 
percent of patients, at an early stage; and 
there is no death rate from personal neglect 
which is so flagrant and reprehensible as 
that due to carcinoma of the cervix. 

There is no area in the body where pre- 
vention is so thoroughly under the control 
of the medical profession as that seen in 
the neglected cervix, with later malignancy. 
There is no death from cancer that can so 
often be placed upon the shoulders of some 
member of our profession as that from 
cancer of the cervix. 

Prevention reaches its superlative degree 
of value in medicine when the neglected 
cervix is cleaned up. There is no other 
evidence of the handiwork of the physician 
or surgeon, throughout the broad field of 
medicine, which receives so great a reward 
as that seen following proper attention to 
the abused cervix. All of this being true, 
a death from a neglected lesion of the 
cervix is more a personal accusation than 
any other within my knowledge. 

If all this were not common knowledge 
among physicians, I should not use such 
dogmatic expressions. The cervix must be 
cleaned up! 

I have, in a monograph, illustrated and 
discussed the abused cervix, and I used 
that term with its true meaning, as the 
organ had been abused by laceration, ero- 
sion, eversion, nabothian cysts, and irritat- 


ing discharges (with malignancy in wait- 
ing), all of which are lesions of neglect and 
represent a personal responsibility, be it 
of the patient, an over-ruling member of the 
family, or the physician. You and I must 
say, “The patient must not die from cancer 
of the cervix,” because the condition is 
quite within our circle of prevention. 

The last words of the late Joseph Price 
(and he had, probably, the largest experi- 
ence of any man in this subject) were, that 
he had never seen cancer of the cervix 
follow proper repair of that organ. After 
nearly forty years’ experience, I can make 
the same statement. Therefore, it should be 
evident that we are entitled to take a very 
positive position in regard to these personal 
neglects of a beginning innocent lesion of 
the cervix, which leads to a wholly un- 
necessary death from later malignant 
degeneration of that structure. 

I do not feel that this neglect of the 
injured or abused cervix comes from the 
ignorance of physicians as to its later re- 
lation with cancer; but I do feel that lack 
of a sense of individual responsibility has 
most to do with such a fatal outcome. It can 
be said, at this hour, that fully ninety-five 
percent of the deaths from carcinoma of the 
uterus are due to human neglect, place it 
where you may. This is a severe indict- 
ment, in this age of preventive medicine, 
and it must not prevail. 


Importance of the General Practitioner 


Much of the teaching of the specialists 
is published in special journals—exactly 
where it does little if any good. In making 
an address before an audience of spe- 
cialists, I always feel that little good has 
been done. When one is talking about the 
prophylaxis of urgent lesions, one’s audi- 
ence should be members of the general 


profession, as they are the men who first 
see these neglected lesions and -it is they 
who must prevent incipient lesions from 
reaching a later malignant state. 

The deathrate of any surgeon who is do- 
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ing major surgery is proportional to the 
ability of the general practitioner to recog- 
nize early, acute lesions. Fully ninety percent 
of the deathrate from the acute and infec- 
tious lesions of the abdominal cavity is due 
to late recognition of the lesions, and even a 
greater percent of the deaths from cancer 
of the cervix is due to tardy or aimless 
treatment of cervical lesions. 

The general practitioner should know, 
from the specialist, that the backache, of 
which women constantly complain, rarely 
comes from an abnormal position of the 
uterus, but is due, in most of the cases, to 
some neglected lesion of the cervix. 

The cervix has an entity of its own, as 
far as its symptoms are concerned. We too 
often classify lacerations of the perineum 
and cervix as common conditions with like 
symptoms, but this is an error. Lesions of 
the cervix are accompanied by highly 
neurotic symptoms and by acute distress. 
The cervix may place the patient in a 
hospital for psychotics; but it is not so 
with laceration of the perineum, which more 
often produces the symptoms of the “worn- 
out” patient—weight and distress of the 
prolapsing organ; tiredness in the morning 
before she starts her day’s work; lack of 
ambition; ete., but not the active symptoms 
of the cervical lesion. If there exists, be- 
sides laceration of the perineum, a first or 
second degree of prolapse of the uterus, 
then, of course, all symptoms of laceration 
of the perineum and cervix are exaggerated. 

Although one may say that there is no 
well-recognized stage between inflamma- 
tory hyperplasia and early malignant pro- 
liferation, yet there is nearly always suf- 
ficient evidence of an alarming condition of 
the cervix. 


Repair of the Cervix 


We are, at present, living in an era when 
nearly all cervical lesions are treated by use 
of the cautery, and proper cervical repair 
is almost a lost art. 

There is no doubt that the cautery is 
an excellent method of treating many of 
the inflammatory lesions of the cervix, but 
it will be found that those lesions which 
have been produced by a laceration of the 
cervix, with eversion of its lips, will require 
further treatment by the cautery, from time 
to time. 

All the extensive unilateral and bilateral 
tears of the cervix should be properly re- 
paired, so as to place the cervix in its 
proper cone-like shape. As long as ectropion 
or eversion of the cervical lips exists, there 
is a tendency to continued erosion and mis- 
placement of cervical cells to the portio 
vaginalis, with a potential tendency to 
malignant transformation. 
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I have felt that the abandonment of 
proper cervical repair has resulted from 
superficial operations and the use of some 
type of absorbable sutures, which have lost 
their tensile strength before healing has 
taken place. Repair of the cervix takes 
place slowly. I use nothing but silkworm- 
gut in all operations on the cervix. 

I shall not discuss the application of 
different caustic or stimulating agents in 
treatment of cervical lesions, as I have no 
such practice. 


Vaginal Hysterectomy 


I do not amputate the diseased cervix. 
If the cervix has been so abused that it is 
beyond repair, I perform vaginal hyster- 
ectomy by the clamp method.* 

It should be kept in mind that a cervix 
in a condition beyond repair is a good 
location for malignancy to develop, and 
that such a cervix has, in nearly all cases, 
produced a sterile uterus, which is, more 
or less, a prolapsed and heavy organ, so 
that repair will not produce the desired 
results in these cases. 

In recommending vaginal hysterectomy 
for the abused cervix, we must take into 
consideration the mortality and morbidity 
of the operation. Vaginal hysterectomy by 
the clamp method has the best postoperative 
history of any operation within my knowl- 
edge, and the lowest mortality of any major 
operation in my experience. 

I advise vaginal hysterectomy for car- 
cinoma of the cervix in Groups I and II. 
The mortality of the operation (one or 
a fraction of one percent) places it in 
competition, even from the standpoint of 
mortality, with the use of x-rays and 
radium, and the operation will give supe- 
rior permanent results. 

It is not my intention to discuss the 
technic of vaginal hysterectomy by the 
clamp method, as I have described it at 
length and have fully illustrated the pro- 
cedure in a monograph (see A. J. Surg. 
Sept., 1936). 

In discussing a remedy for actual or 
potential cancer of the cervix or uterus, 
we must take relative values into considera- 
tion. The value of the uterus is measured 
in terms of sterility or fertility. In my 
experience, only a fraction of one percent 
of patients who have a suspicious cervix 
or uterus could ever become pregnant. 
Further, if a potential tendency to malig- 
nancy exists, pregnancy should not be per- 
mitted, as it often lights up malignancy 
of a most vicious nature. Therefore the 
uterus is practically worthless, and if its 
removal costs, in mortality, only one or a 
fraction of one percent, the indication is 


*See Crin. Mev. & Surc., Dec., 1938, page 563.—Ep. 
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almost positive. 

It is not our place, as clinicians, to say 
whether or not a certain cell is malignant, 
but we should concern ourselves with the 
structures in which the malignant cell or 
suspicious cell is found, and the reasons 
why such structures undergo malignant 
changes. 

With so worthless an organ as I have 
suggested, can we afford to rely completely 
on a biopsy, the percent of inaccuracies of 
which is many times the deathrate from 
removal of the organ? This is what I 
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mean by a study of values. To pit the value 
of a practically worthless organ against 
the life of the patient is, at this day, a 
surgical anachronism of superlative de- 
gree and transcends my understanding. 
My message is to the family physician. 
It is to him I make a plea to take the 
patient with the diseased cervix from the 
potential death list and give her the lon- 
gevity that a maternal life deserves, for 
she has been a mother in nearly all cases. 


241 No. 18th St. 


Carcinoma of the Breast 


ARCINOMAS of the breast are char- 

acterized by atypical proliferation of 
the epithelial-cell elements, as a result of 
disturbances of function and _ nutrition. 
Functional disturbances are referable to 
dysfunctions of the ovaries; those of nu- 
trition are assignable to disturbances of 
lactation. 

Ovarian dysfunctions, such as increased 
and prolonged secretion of estrogen and 
progesterone, lead to incomplete involution 
of the premenstrual hyperplasia of the 
breast, and epithelial overgrowth occurs. 
Nutritional disturbances follow either in- 
ability or refusal of the mother to nurse 
her offspring. Stagnation of milk in the 
breast ducts and gland is followed by an 
incomplete resolution of pregnancy and 
lactation tissue changes, and subinvolution 
results, with chronic cystic and fibrous 
tissue changes in the mammary gland 
(Rosenberg, Bogg, Cheatle). Transition 
stages from normal epithelial cells to 
atypia, and finally atypia with invasiveness, 
have been reported by Cheatle, Simpson, 
and others. 

Whether trauma or infection has directly 
resulted in carcinoma formation is im- 
probable. However, persistent, long-con- 
tinued, chronic irritation, of a mild char- 
acter, is considered a precursor of cancer. 
These biologically inferior and vulnerable 
epithelial cells, under the continued chronic 
but mild irritation, may result in atypic 
changes in the architecture of the cells, 
and finally in invasiveness of these atypical 
cells. 

Prophylaxis of carcinoma, therefore, 
should include the correction of endocrine 
disturbances and insistence on the nursing 
of offspring. Should a lump be found on 
examination, then the physical factors, 
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such as size, location, limitability, consist- 
ency, and mobility should be recorded. At 
subsequent examinations the _ stationary 
character of these physical findings speaks 
against, an increase for carcinoma. The 
patients should present themselves for 
health surveys after each pregnancy and 
lactation, and half-yearly after the thirty- 
fifth year of life. At this time a general 
examination should be made for the dis- 
covery of lumps and tissue changes, for the 
sole purpose of determining their nature. 


Classifications and Characteristics 


From an anatomic standpoint there can 
be but four types of carcinoma, arising 
(1) from the epithelium of the acini; (2) 
from the epithelium of the lactiferous 
ducts; (3) from the deep-lying skin glands; 
and (4) from the epithelium lining cysts. 

From a histologic standpoint there can 
be but one type of carcinoma of the breast 
—the tubular or glandular ¢ylindrical-cell 
cancer. 

From a microscopic standpoint the car- 
cinomas of the breast may be divided into: 
(1) duct carcinoma; (2) medullary car- 
cinoma; (3) scirrhous carcinoma; (4) 
Paget’s disease; (5) carcinomas arising 
from atypical epithelial cell conditions, 
such as cysts, papillae, and comedones. 

The macroscopic classification coincides 
with the clinical findings and the clinician 
should be familiar with the different types 
and the characteristic histologic changes 
inherent in each type. 

Carcinoma arising from the lactiferous 
duct epithelium forms a typical adeno- 
carcinoma. It is located as a mass near the 
nipple, from whence it eventually involves 
the entire organ. Retraction of the nipple 
is an early sign. Metastases either do not 
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occur or form late. It has been termed 
“duct carcinoma,” and is usually of a soft 
consistency. 

Carcinoma arising from the acinar 
epithelium grows in sheets or nests of 
epithelial cells without lumen formation, 
even though the acinar epithelium is a 
glandular epithelium. It is called carcinoma 
simplex. Two subdivisions are recognized: 
(1) The medullary is composed of epithelial- 
cell nests and sheets, with a relatively 
scanty stroma. It often looks encapsulated, 
and is well circumscribed, but has a dendri- 
tiform periphery, hence is invading the 
adjacent breast tissue. The cut surface 
bulges and is homogeneously soft and gran- 
ular and grayish-white in color. It grows 
rapidly and metastasizes early and exten- 
sively. It usually occurs in younger women 
and mostly at the margin of the breast; 
(2) The scirrhus, in which the stroma tis- 
sue predominates, is dense and fibrous; 
the epithelium occurs in small, isolated 
nests or columns of cells; the tumor forms 
a dense, often small, mass; the cut surface 
has the appearance of an irregularly stel- 
late scar, within which flecks of grayish- 
white or yellow tissue can be seen; the 
cut surface retracts. It is the most common 
variety of breast cancer, and occurs mostly 
in the later decades of life. It grows slowly 
but progressively and metastases may oc- 
cur early and be extensive. 

Paget’s disease is, grossly, an eczematous 
condition of the nipple. Microscopically, 
clear cells are seen in the epithelium, which 
are occasionally atypical and are known 
as Paget’s cells. There are two theories 
concerning the nature of these cells: (1) 
They are degenerated epithelial cells, show- 
ing hydropic changes due to blocking of 
deep lymphatics of the skin by carcinoma, 
with resultant edema of epidermis; (2) 
they are carcinoma cells which have mi- 
grated from an underlying carcinoma or 
are actually carcinoma of the skin. What- 
ever the origin of the cells, the eczematoid 
condition finally becomes associated with 
a carcinoma of the ducts near the nipple. 
Schambacher considers it an intra-epider- 
moid carcinoma, which has invaded both 
the milk ducts and the skin. 

Carcinomas arising from benign condi- 
tions are: 

1.—Chronic cystic mastitis may oecur 
with or without much cystic dilatation of 
the ducts. If cyst formation is the prom- 
inent feature, the condition is known as 
Schimmelbusch’s disease. In chronic cystic 
mastitis, varying degrees of intraductal 
epithelial hyperplasia are found. This may 
occasionally become frank carcinoma by 
invading the duct-walls and stroma. 

2.—Intraductal papillomas are located in 
the large ducts near the nipple. They may 
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show varying degrees of anaplasia of the 
epithelium and rapidity of growth. As soon 
as invasion of the duct walls takes place, 
then malignancy is established. 

3.—Comedo-carcinomas (Bloodgood) de- 
rive the name from the fact that thin cyl- 
inders of epithelial cells can be expressed 
from the ducts, as a core is expressed from 
a “blackhead.” Microscopically, prolifera- 
tion of epithelial cells of ducts is seen. The 
cells fill the ducts completely in many in- 
stances, but remain confined to the lumen 
of the ducts. Occasionally invasion of the 
duct walls is seen, and carcinoma has then 
become established. 

Scirrhus and medullary types comprise the 
greatest number of breast cancers. They 
form early and extensive metastases and 
are, therefore, very malignant. Adeno- 
carcinomas, duct, and degeneration car- 
cinomas are relatively benign and form 
metastases late. 


Metastasis 


The formation of metastases takes place 
through the blood and lymph vessels. The 
dissemination is either parietal or visceral; 
ie., external or internal. The parietal 
dissemination may involve the skin, sub- 
cutaneous fat and muscle, the deep fasciae, 
and the bones. The internal dissemination 
comprises direct involvement of the tho- 
racic and abdominal cavities. The main 
channel of dissemination is the lymphatic 
system of the deep fascia, from whence 
permeation or direct extension or emboli 
formation occurs into the parietal struc- 
tures, and again, by continuity or emboli 
into the viscera. 

The principal groups of vessels which 
drain the breasts are: (1) the axillary, 
which drain the outer upper segment; (2) 
the intramuscular, which drain the outer 
lower segments; and (3) the intercostal, 
which drain the median portion of the 
breast, pass-through the pectoral and inter- 
costal muscles, and ultimately terminate in 
the substernal nodes. The intercostal trunks 
have a marked tendency to atrophy at the 
time of the menopause. This observation ex- 
plains the infrequency of substernal metas- 
tases in older women. 

Visceral disseminations usually occur late 
in the disease and are most frequent in 
the pleura, lungs, liver, and peritoneum. 
They arise from the extension of cancerous 
permeation through the lymphatic plexuses 
of the deep fascia to the lymphatic plexuses 
of the pleura and peritoneum, and thus 
involve the mediastinal and portal lymph 
nodes. 

The distribution of metastases later in 
the disease is manifold, through blood 


and lymphatic vessel permeation and em- 
After the first line of defense has 
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been passed (the axillary, subclavicular, 
and substernal lymph nodes and vessels), 
secondary deposits form in the supra- 
clavicular, the opposite axillary, the portal, 
the mediastinal, and the inguinal glands. 
Involvement of the nodes of the second 
group precludes all possibility of recovery. 
Invasion of the parietal pleura means early 
invasion, by permeation of the visceral 
pleura, the lungs, and the mediastinum. 

Invasion of the liver and peritoneum 
follows from parietal thoracic lymphatic 
involvement, by direct extension to the epi- 
gastric triangle and then through the ab- 
dominal wall to the subserous lymphatics. 
Hence this accident may be largely obviated 
by removing the area that lies between the 
epigastric triangle and the breast, either 
during operation or radiation. 

The bones become involved by permeation 
of the fascial lymphatics and invasion of 
the periosteal lymphatics. Such involve- 
ment occurs in about 30 percent of well 
established breast cancers. The bones most 
commonly affected, in order of frequency 
and sequence, are the pelvis, femur, spine, 
ribs, clavicle, and sternum. 

Brain and eye metastases are rare. They 
are a manifestation of dissemination of 
breast carcinoma by way of the blood 
stream, probably through invasion of the 
pulmonary vein. 

If cancer occurs in the opposite breast, 
it should be considered as a primary lesion 
and should be treated as such. 


Diagnosis 


The diagnosis is made from the history 
and by finding a lump in the breast. Car- 
cinomas may be soft or hard, but have an 
infiltrating periphery. 

Other diagnostic procedures are trans- 
illumination of the breasts, as recommended 
by Cutler, which recognizes opacities. Mas- 
titis shows a diffuse opacity; cysts are 
translucent; hematomas appear ‘as intense, 
uneven, irregular masses, which disappear 
as the blood is absorbed; solid tumors are 
opaque, and the opacity is the same in 
benign and malignant tumors. Papillomas, 
especially when accompanied by bleeding 
from the nipple, show intense, uniform, 
and sharply circumscribed opacities. 

Mammography was first described by 
Warren, and enables one to recognize solid 
from cystic tumors. The diffuse invasion 
of the adjacent breast tissue in solid malig- 
nant tumors, in contrast to the clear out- 
line in benign tumors, is significant. Den- 
sity of the regional lymph nodes is an added 
sign in diagnosis. The accuracy in dif- 
ferential diagnosis is said to be 85 to 95 
percent. 

Recently Hicken has added the use of con- 
trast media, such as Thorotrast, which are 
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injected directly into the milk ducts; thus 
an accurate roentgenographic pattern of 
the ductal and secretory system of the 
mammary gland is obtained, and a dif- 
ferentiation of localized from infiltrating 
tumors, or of simple retention cysts from 
cystic degeneration, can be made, and the 
number and size of papillomas may be de- 
termined. It is evident that such procedures 
may corroborate the physical findings, but 
they cannot replace biopsy, which furnishes 
diagnostic data free from any doubts. 

The clinical diagnosis should always be 
corroborated by a histologic diagnosis. It 
is advisable to remove small tumors, up to 
a size of 5 cm. in diameter, completely. This 
can be done under local or, preferably, 
Evipal intravenous anesthesia. Should the 
tumor be larger than 5 cm., aspiration 
biopsy is the procedure of choice (Martin, 
Hoffmann). 

If the histologic diagnosis proves car- 
cinoma, then the extent of the disease must 
be determined. The following questions 
should be answered from the clinical find- 
ings: 

1.—Is the carcinoma clearly limited and 
free from dendritiform processes? (A can- 
cer with a diameter of 2 cm. is in the early 
or clearly localized stage, according to 
McCarthy.) 

2.—Is the cancer doubtfully localized? 
(A tumor larger than 2 cm., with a dough- 
like consistency of the adjacent breast tis- 
sue, is an actively invasive growth. The 
patient usually relates that the tumor has 
been obviously increasing in size). 

3.—Are the regional inferior axillary 
lymph nodes palpable? Is the skin begin- 
ning to pit and is it adherent to the breast 
tumor? Is the breast adherent to the fascia 
of the pectoral muscle? (The breast is 
adherent to the pectoral muscle if it be- 
comes immovable when the patient extends 
the arm upward.) 

4.—Are the superior or apical axillary 
lymph nodes invaded and fixed? Is the 
skin ulcerating? Is the tumor fixed to the 
chestwall, when the patient’s arm is in a 
relaxed downward position? Are dis- 
tant regions invaded, such as the axillary 
nodes of the opposite side, the supra- 
clavicular nodes of the same side, the 
pleura, the liver, or the bones? 

On this basis, four clinical groups, in 
regard to the extent of the disease, are 
recognized: 

GroupI. The clearly localized carci- 
noma. 

The doubtfully localized car- 
cinoma, 

The invading carcinoma. 

The fixed or disseminated 
carcinoma. 

Such a clinical grouping is of great value 


Group II. 


Group III. 
Group IV. 
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in the selection of the indicated form of 
treatment and in the probable prognosis 
of the carcinoma and the results of treat- 
ment. 


Treatment 


The methods of curative treatment of 
breast carcinomas are surgery and irradia- 
tion. 

Surgery is indicated if, thereby, the 
carcinoma can be completely eradicated. 
If only a wee part is left behind, the patient 
still has cancer. The operation must always 
be radical and extensive. The entire tumor- 
bearing area should be removed, according 
to the technic of Halstead. This means 
the dissection of the breast, the pectoral 
muscle, the axillary and substernal lymph 
nodes, and the epigastric fat, lymph-nodes, 
and fascia of the epigastric triangle. A 
complete cure can be attained in probably 
100 percent of Clinical Group I cases. 

Radiation therapy is the method of choice 
in the Clinical Groups II and III cases, 
hence it is indicated if the entire tumor 
mass, including the regional lymph-nodes 
of the first line of defense, can be homo- 
geneously irradiated by an adequate radia- 
tion dose. Whether an operation should 
follow the radiation is a matter of choice. 
Eight weeks after the termination of the 
radiation treatment, the reaction of the 
tissues has been terminated and Clinical 
Group II carcinomas may be removed. 

Clinical Group IV carcinomas should 
receive palliative treatment. Skin ulcers 
may be caused to heal and fixed breasts may 
become movable, so that the patient may 
feel comfortable. 

The roentgen-ray treatment should be 
given in fractions, spaced over a period of 
from four to six weeks. The fields should 
be three: An anterior tangential field, 
including the breast and axilla, the rays 
being directed from within out; a posterior 
tangential field, including the axilla and 
breast, the rays being directed from behind 
forward; and a supraclavicular field, di- 
rected from before backward to include 
the supra- and infraclavicular lymph nodes. 
The object of applying the rays in a tan- 
gential direction is the avoidance of radia- 
tion pneumonitis and latent fibrosis of the 
lungs. Should the tumor be located in the 
inner half of the breast, then the sub- 
sternal lymph nodes should be irradiated. 
This necessitates anterior and posterior 
chest fields. An attempt to avoid the pleura 
and lung parenchyma is then not made. 
The patient invariably develops radiation 
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pneumonitis and latent fibrosis. However, 
a good deal of absorption takes place within 
two years, when the patient will be greatly 
relieved of the dyspnea. 

The question, of course, arises whether 
roentgen-ray therapy could permanently 
cure a breast cancer. A not inconsiderable 
number of breast cancers have been ob- 
served in the Institute, which have disap- 
peared entirely for periods of from three to 
four years following irradiation. Five-year 
end-results cannot as yet be reported. Some 
tumors became completely absorbed; others 
apparently contracted to hard, firm scar 
tissue. The cases were in Clinical Groups 
II, III, and IV. Should these observations 
extend to a period of five years, then it 
would be evident that irradiations may, 
also, cure breast cancers, as they do cervical 
and corporal uterine carcinomas. We are 
more and more reluctant to perform radical 
operations on the breasts as experience in 
the application of roentgen rays is attained. 


PRIMARY CARCINOMAS OF THE BREAST 


A. Treated from May 1, 1920 to Dec. 31, 1921. 
showing the numbers well Dec. 31, 1924. 
Clinical Groups rout jar 
Number of Patients 4 6 
Number Well 2 3 ° 5 
Percent Well _ I 50.0 |50.0 35-7 

B. Treated from May 1, 1926 to Dec. 31, 1927, 
showing the numbers well Dec. 31, 1930. 


Total 
4 14 


Number of | 3 [tg 


Number Well | 3 4 ° 
Percent Well 100.0130.8 


C. Treated from Mayr, 1933 to Dec. 31, 1934, 
showing the numbers well Sept. 30, 1937. 


Number of Patients| s 
Number Well 


5 15 20 
1 4 
Percent Well i100.0! 80.0 


11 5 
73-3 


25-0 


Conclusions 


1.—The early recognition of lumps in 
the breast depends on the routine physical 
examination by the physician and half- 
yearly visits of the patient to the doctor, 
for the sole purpose of finding chronic tissue 
changes or lumps. These lesions are benign 
in probably 95 percent of the cases. 

2.—A knowledge of pathology, especially 
the physical and macroscopic appearance 
and the mode of formation of metastases 
in breast carcinomas, should be possessed 
by all surgeons, to avoid unnecessary opera- 
tions or treatment. 

3.—The diagnosis must always be based 
on histologic findings. 

4.—The treatment, whether surgical or 
radiologic or a combination of both, is 
determined from the clinical groups or the 
size and extension of the growth. 

25 E. Washington St. 





Psychoneurotie Complaints 
Initiated by the Physician 


By 


Leon M. Bern, M.D., Chicago, Ill. 


N NO field of medical practice may we 

encounter so many patients presenting 
complaints based on functional neuroses as 
we do in urologic practice. These complaints 
are usually insidious or subtle in their de- 
velopment and constitute one of the mani- 
festations of the entire symptom-complex of 
the disordered psyche. At times, however, 
they develop suddenly and can easily be 
traced to some psychic shock or trauma, 
induced by the carelessness or thoughtless- 
ness of the attending physician. We have 
often observed a physician, in a clinic or 
lecture room, discoursing on the condition 
of his patient, entirely forgetting or dis- 
regarding the state of mind and anxieties 
of his “case.” At such times an accidental 
or unguarded phrase, or even a mere ges- 
ture on the part of the clinician or lecturer, 
may unalterably affect the psychic state of 
the patient and cause a permanent trauma. 
Paradoxically, the greater the confidence 
and authority the patient places on his phy- 
sician, the more extensive is the psychic 
trauma which he sustains. 

Physicians are well aware that functional 
nervous and mental disturbances in female 
patients often lead to manifold, at times 
grave, manifestations, frequently involving 
their genital sphere. In these neurotic in- 
dividuals, a suggestion or mere hint of 
gonorrheal infection may prove extremely 
shocking and disastrous. It is often much 
easier to eradicate the gonococci from the 
pelvic organs of a woman than to displace 
them from her imagination. 

My files contain a large number of cases 
of gonorrheaphobia, stricturephobia, syphi- 
lophobia, functional impotence, etc., caused 
by a careless approach on the part of the 
attending physician. To illustrate: 

Mrs. N.Z., aged 27, a German Hausfrau, 
presented herself with complaints of urinary 
frequency and pelvic discomfort of two 
years’ duration. Her history disclosed that, 
about two years ago, a physician whom she 
had consulted had vaguely indicated that 
her symptoms might be due to Tripper 
(gonorrhea), and he directed the patient to 
a clinical laboratory for urinalysis, instruct- 
ing her to bring him the report. The patient, 
having read this report, became further 
alarmed because it stated that her urine 
contained many “triple phosphates” which, 
to her, suggested additional corroboration of 
her alleged misfortune. My clinical and lab- 
oratory examination of the patient failed 
to disclese any evidences of acvte or chronic 


gonorrheal infection. A great deal of ef- 
fort and explanation on my part was re- 
quired to relieve this patient of her anxiety, 
but acquainting her with her real condition 
resulted in prompt recovery. 

In this case, an unguarded remark by 
the physician—a mere innuendo of the pos- 
sibility of gonorrheal infection—coupled 
with the marital discord of the patient, was 
sufficient to cause a severe psychic trauma 
and establish the gonorrheaphobia which 
was responsible for her symptoms. 

This case may also serve to emphasize the 
reprehensible practice, in vogue in some 
clinics, of allowing the patients to handle 
their clinical charts and laboratory records. 
Invariably they will read these histories 
and interpret them in the light of their 
limited knowledge and extensive misinfor- 
mation. 

It is generally conceded that cases of 
syphilophobia are now greatly on the in- 
crease, owing to the present diffusion of 
public interest in the prevalence and pre- 
vention of syphilis. To what extent the de- 
velopment of morbid fear of this disease 
may be traced to the ignorance and cupidity 
of some members of our profession, is a 
matter of conjecture. Misinterpretation of 
symptoms of syphilis, especially of its 
serologic findings, such as wrong emphasis 
on the significance of weakly positive or 
suggestive reactions, and eagerness to in- 
stitute specific treatment in the absence of a 
conclusive history and definite clinical find- 
ings, have contributed their full measure to 
the increasing number of syphilophobes, 
which clutter public and private clinics to- 
day. 

In urologic practice we are especially apt 
to meet psychoneurotic individuals with 
multiple and bizarre complaints, which they 
frequently project to the psychosexual 
spheres. Often a physician, in his efforts 
to clear the urine of a few remaining and 
recalcitrant shreds, or endeavoring to elimi- 
nate an occasional leukocyte from the 
prostatic discharge, following recent gonor- 
rheal infection, will, in so doing, fix the at- 
tention of the patient on these unimpor- 
tant symptoms. In a neurotic individual 
this may lead to the establishment of gonor- 
rheaphobia or stricturephobia, with the 
usual array of mental: and nervous dis- 
turbances. 

In taking a history of urologic patients, 
it is necesary at all times to exercise great 
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care not to suggest, overemphasize, or fix 
their attention upon a single isolated symp- 
tom. To illustrate this point: 

D.R., aged 32, consulted me for sharp 
pains “in the small of the back.” He stated 
that, for many years, he had had “sand 
in his urine,” and was told by an insurance 
doctor that it was phosphaturia. Later, an- 
other physician told him that phosphaturia 
was not a serious condition, but it might 
lead to the formation of stones in the kid- 
neys. This information greatly alarmed the 
patient and, from then on, he spent most 
of his waking hours awaiting an attack of 
“stone colic.” Recently he had become con- 
scious of sharp pains, first in the right, 
then in the left lumbar regions. 

Careful urologic and roentgenologic ex- 
aminations failed to disclose any renal, 
ureteral, or vesical calculi. On _ being 
further apprized of the lack of signifi- 
cance of phosphaturia, and on _ being 
definitely assured that there was no reason 
for his anxiety, this patient quieted down 
and the pains in the back subsequently 
disappeared. 

It is common knowledge that our so-called 
“kidney” patients are frequently misdiag- 
nosed and, pursuant to our old custom, 
placed on a strict nephritis diet. It is need- 
less to say that often, in such cases, com- 
petent laboratory, x-ray, and urologic ex- 
aminations will fail to disclose the presence 
of renal pathoses sufficient to justify such a 
strict dietary regime, which may lead to in- 
validism and the development of grave 
neurasthenic symptoms, including fixation 
upon non-existing kidney disease. 

B.L. aged 34, for the past six years 
was treated by his physician for “kidney 
trouble,” owing to a dull ache in his back. 
During the remaining three years he ad- 
hered to a strict diet, consisting mostly of 
milk and cooked vegetables. He was also 
taking powders or urotropin (methenamin) 
and salol, with no apparent benefit to his 
backache. The past history disclosed that, 
about two years prior to the development 
of his present symptoms, he had an attack 
of gonorrhea, which was_ inadequately 
treated and uncured. 

My examination disclosed evidences of 
chronic prostatovesiculitis, with a large, 
boggy prostate and palpable and tender 
seminal vesicles. Prostatic discharge and 
vesical strippings contained from 50 to 60 
pus cells per high-power field, some red 
blood cells, and many bacteria, which on 
culture showed almost a pure growth of 
staphylococci. Pyelography, ureters! cath- 
eterization, a renal function test, and 
blood chemistry studies showed no renal 
disease. 

The dull backache of which this patient 
complained all this time was undoubtedly 
due to chronic, postgonorrheal prostatovesi- 
culitis. Routine treatment for this condi- 
tion resulted in complete disappearance 
of his symptoms. On being informed of 
this diagnosis, and assured of the non- 
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existence of any kidney disease, the patient 
discontinued his strict diet, which had al- 
most reduced him to a state of invalidism 
and marked melancholia. 

In dealing with patients presenting 
sexual aberrations, especial tactfulness is 
required on the part of the physician. 
Neurasthenics are always prone to misin- 
terpret and exaggerate statements and ges- 
tures of the examining physician, and to 
react in a definite and particular manner to 
symptoms which, to a normal individual, 
may appear trivial or non-essential. 

S.A. aged 26, consulted me on account 
of impotentia coeundi. Married only one 
week, he denied venereal disease or any 
previous sexual or urologic difficulties. One 
month earlier he had undergone a pre- 
marital examination by a physician, to 
whom he confessed having practised mas- 
turbation. To the patient’s inquiry as to the 
possible effect of this practice, the physi- 
cian replied, “At times it does lead to sexual 
weakness.” After this information, the pa- 
tient constantly dwelt on and feared the 
possibility of sexual failure. He became 
greatly depressed, suffered from the ever- 
present fear of impending “loss of man- 
hood,” and even contemplated suicide. 

As was to be expected, the examination 
in this case did not disclose any disease of 
the genitalia. After earnest assurance that 
there was nothing organically wrong with 
him, and after being informed as to the na- 
ture of the psychic trauma which he had 
sustained through misinformation, the pa- 
tient regained his sexual potency. 

Sexual neurasthenics are highly sugges- 
tible individuals, and in examining them 
it is very essential to avoid all trivial and 
jocular references to their genitalia, es- 
pecially not to slight their size or appear- 
ance. Such patients, undergoing any sur- 
gical treatment on their genitalia, merit 
the utmost consideration from the surgeon. 
For instance, in advising a circumcision to 
an adult, it is important to emphasize that 
the operation will not affect his sexual po- 
tency. Suits for malpractice are not in- 
frequently instituted, and even homicid- 
al acts are committed by neurasthenic pa- 
tients, following circumcision or other minor 
genital operations, under a pretense or as- 
sumption that such surgical procedures 
deleteriously affected their sexual potency. 

Several years ago I had performed a 
bilateral epididymectomy upon a young man 
for tuberculous epididymitis. One of the in- 
teriis in the operating room had jokingly 
remarked to the patient, “What are you 
going to do now?” This tactless, though 
casual, remark “took” and it penetrated 
deeply into the patient’s subconscious 
mind. Following the operation the patient 
developed sexual weakness and _ shortly 
thereafter he returned complaining of im- 
potence, indicating that the operation had 
“ruined” him. 
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After some effort I was able to obtain 
from the patient the story of the episode in 
the operating room and to realize the ex- 
tent of the psychic trauma produced by it. 
It was only after a detailed and convinc- 
ing explanation of the nature of the opera- 
tion he had undergone and its entire lack 
of effect upon his sexual potency, that I 
was able to relieve him of his morbid fear 
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of “loss of manhood” and to restore him 
to his usual sexual vigor. 

I could cite many more case histories 
of sexual neurasthenics whose varied com- 
plaints had their origin in the offices of 
their attending physicians, but limited 
space forbids further elucidations. 


185 N. Wabash ave. 


Cireumeision with a Long Skin Flap 


By 


K. P. A. Taytor, M.D., F.A.C.S., Havana, Cuba 


MPUTATION of the prepuce shorter 

than a point which permits adequate 
retraction is unnecessary and undesirable. 
The triteness of this observation is prob- 
ably excelled by its wellnigh universal dis- 
regard in actual practise. We are aware that 
a tightly stretched integument, too short 
to cover the corona when extended, is un- 
comfortable and unsightly. We accept the 
statement that, in sensitive individuals, the 
discomfort following a circumcision leav- 
ing the entire glans uncovered is often ex- 
treme, and that the result not infrequently 
entails diminution or loss of libido or po- 
tency. Yet, hopefully dependent upon the 
“divinity that shapes our ends,” we con- 
tinue to produce a sizable quota of these 
operations, and for good reason: We have 
not been told how much skin to remove, 
and few of us know how little is enough. 

With few exceptions, the description of 
circumcision is notable for technical de- 
tail and special clamps or instruments. Con- 
cerning the amount of skin to be removed, 
the author contents himself with saying, 
“enough,” or “not too much.” Actually, 
Doyen* described an operation in which 
all of the mucosa was sacrificed, but this 
was because of local pathologic conditions 
and entailed amputation of the skin at a 
correspondingly high level, with an effect 
that can be sympathetically pictured. All 
of the circumcision clamps, even the well- 
designed instrument of Skillern, must be 
securely fastened to the prepuce; there- 
fore they require an unnecessary sacrifice of 
integument. 

In executing the long-skin-flap operation 
illustrated herewith, the following princi- 
ples must be observed: 

1.—Do not stretch the prepuce by pull- 
ing or lifting with the Allis forceps, which 
should be used only to create an even, 
straight line of the prepucial border. For 
this purpose, small hemostatic forceps are 


*Bickham: “Operative Surgery.” W. B. 


Saunders Co. 
Philadelphia, 1928, Vol. V, p. 774. 


preferable, since they engage less tissue than 
Allis clamps. 


2.—Divide the prepuce at its natural 


7 ‘ 
Line of section 
with Scissors. 


Line of Corona 
well covered ~~ 
by Skin Flap. 


SS Culmargin of 
“Mucous Membrane 


cit edog 


of Skin (relracted) 


See 


YW... Cut ecige of skin 


Level of erasion of 
Mucous Membrane. 


<== Line of sulure of Skin 
ana Mucous Membrane 
concealed by long 
Skin flap. 


Fig. 1:—Diagrams of long-skin-flap 


circumcision, 
showing steps of the operation. 
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Fig. 2:—Unretouched photograph taken two days 
after operation; note absence of dressing. 
level with the meatus (the level before ap- 
plying forceps) which may be marked with 
a knife scratch. In this manner, only 
enough skin is sacrificed to permit retrac- 
tion. Should the latter not be complete, 
an additional thin ring of skin may be re- 
moved. The remaining skin flap covers 
practically all of the glans, but when rolled 
in for suture to the mucous layer, the glans 
area surrounding the meatus is adequately 
exposed for urination. 

3.—Dissect the mucous layer free, and 
excise it % inch from its coronal reflection, 
leaving only sufficient tissue to permit facile 
suture to the skin. The frenum is to be 
avoided. 

4.—The most careful hemostasis must be 
effected. Bleeding points or hematomas are 
concealed by the completed operation. 


Circumcision 


Meticulous arrest of hemorrhage is, there- 
fore, more important than in the conven- 
tional circumcision. 

5.—Interrupted sutures of catgut or silk 
are used. As these are tied, all knots and 
the line of suture are inverted and cov- 


Fig. 3:—The same as Fig. 2, 


with prepuce retracted 
to show suture line. 


ered by the overlying skin flap. In most 
cases, no dressing is necessary. 

The patient is instructed in removal 
of secretion with cotton applicators. Dis- 
comfort of adherent dressings is absent; 
maximum postoperative comfort is thereby 
assured. 

310 Prado. 
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ASPIRATION 
There are enough chains to shackle us to the material, the matter- 
of-fact, and the earthbound. He who looks upward is the preserver of 
that aspect of humankind which is most worthy of preservation—the 
sense of aspiration.—OSKAR J. W. HANSEN, in Coronet. 


A 


WHY WORKING GIRLS STAY THIN 


A girl or a woman receiving $18 a week pays $116 a year in hidden 
taxes. Six weeks of her work out of each fifty-two go to tax collectors. 
She pays for government spending at the rate of thirty-two cents a day 
—more than she can afford to pay for her lunch—The Commentator, 


Nov., 1988. 





Crime and the Panereas 


By 


D. C. Racianp, M.D., Los Angeles, Calif. 


HAT shall we do about the ever-in- 

creasing incidence of juvenile crime? 

The thoughts in this brief article are ex- 

pressed as the result of reading the follow- 

ing abstract as it appeared in Science News 
Letter for Sept. 10, 1938. 


“MIND OF Society NEEDS To CALL IN 
THE DocToR” 


“Scientists recognize the right of society 
to be protected from those who prey upon 
their fellows. Criminals should be segre- 
gated where they cannot do harm. But pris- 
on incarceration as a cure for the habitual 
criminal is not supported by scientific re- 
search. 

“For the normal child, punishment may 
have its value in the educative process. But 
for the child with a warped personality, 
beatings from the parent are often succeeded 
by a succession of equally futile repressive 
measures in reform school, jail, and peniten- 
tiary. What he needs is straightening out. 

“America’s estimated $13,000,000,000 


crime toll is the penalty paid by the com- 
munity for harboring a small minority of 
untreated, chronically crooked personalities, 
declares Dr. Raymond B. Cattell, British 
psychologist, who was formerly a 


therapist in the School Psychological Clinic 
of Leicester. 

“Whether it is the obsessional petty thief, 
who works such havoc in the big ‘chain’ 
stores, or criminals of world notoriety like 
Kurten, the Dusseldorf mass murderer, who 
had murdered two of his school-fellows be- 
fore the age of eight, we clearly have to 
deal with a rooted abnormality of character 
which began in childhood and should have 
been treated in childhood, Dr. Cattell writes 
in ‘Crooked Personalities in Childhood and 
After.’ 

“Mass hysteria, which has afflicted society 
as a whole from the days of the Crusades, 
through epidemics of dancing mania, witch- 
hunts, and stock exchange excitement, de- 
mands medical treatment. 

“Today Europe groans under a nightmare 
emotion of war fever and suspicion; and no 
one knows how to alleviate the vicious psy- 
chological circle of fear and aggression, 
writes Dr. Cattell. 

“Children need understanding and mental 
care during the formative years. Aid is 
needed again when the individual reaches 
the difficulties of adult life and marriage 
adjustment. Perhaps even more is psychic 
advice needed when we attain the difficult 
age of waning powers, retirement, and old 
age. Society must provide this aid and must 
eliminate superfluous stresses and strains, 
such as over-crowding, poverty, and in- 
security.” 

For one year and eight months, I have 


been making blood tests to determine or 
measure the quality and quantity of blood- 
serum enzymes. I have used the test devised 
by Oelgoetz, who has written extensively on 
the subject. (Oelgoetz, A.W., et al.: Studies 
in Food Allergy. A. J. Digest. Dis. and 
Nutrit., Dec., 1934; also Treatment of Food 
Allergy and Indigestions of Pancreatic 
Origin with Pancreatic Enzymes. Ibid, 1935 
XI, No. 7). 

In an article on this subject, “Progress in 
the Study of Allergy,” published in CLINICAL 
MEDICINE AND SURGERY (Vol. 45, No. 1. Jan., 
1938), I expressed my conviction that the 
starch-digesting mechanism of the human 
being is not fully developed until the child 
has cut his first molar teeth. These teeth are 
necessary to grind grains etc., and all grains 
are highly starchy. 

When we feed a child under two years of 
age on starchy foods, we are placing a 
tremendous stress on an underdeveloped 
organ. Naturally, this stress must retard 
the development of such an organ. We never 
let up on the starch feeding. The child grows 
and lives, but his pancreas is not fully devel- 
oped. Later on, this pancreas deficiency will 
manifest itself. 

We are indebted to Oelgoetz for bringing 
forward the fact that all cases of pancreatic 
deficiency have a common sign or symptom. 
This sign is “fatigue.” All these deficient- 
pancreas cases show a lack of energy. It 
takes energy to create desire, and a quantity 
of energy is required to develop “ambition.” 
Of course, a continuous supply of energy is 
essential to perform the work required to 
fulfill desires and accomplish ambition. 

This energy can be obtained only from the 
adequate digestion of starch, sugar, fat, and 
protein. The pancreas produces three diges- 
tive enzymes: amylase, for starch; lipase or 
steapsin, for fats; and protease or trypsin 
for proteins. A child with a deficient pan- 
creas cannot get 100 percent energy value 
out of his food if he cannot adequately digest 
that food; therefore such a child will have 
some manifestation of fatigue or weakness. 
A. Koehler (Calif. and Western Med. 48:247, 
1938) reports, on 710 cases, “Of all intestinal 
enzymes, most marked deficiency occurs for 
amylase, which averages 26 percent below 
normal in patients with functional indiges- 
tion.” This information was acquired by 
study of the duodenal contents. 

None of the child’s tissues will be ade- 
quately nourished if the pancreas is defec- 
tive. Food is one of the four essentials of 
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life. Therefore, not only muscle tissues, but 
brain and nerve tissues, heart and blood ves- 
sel tissues, other digestive and eliminative 
gland tissues, endocrine or ductless gland 
tissues, must all be weakened and less able 
to do their work when the pancreas is de- 
ficient. 

Fifty percent of our young men failed to 
pass the draft examination in 1917, because 
they had weak arches in their feet, weak 
abdominal walls with hernias, weak eyes or 
ears, weak and diseased tonsils, weak and 
decayed teeth. 

Fourteen years ago, Mellanby, of London, 
showed by his work with children that the 
cereal grains are all anti-calcifying. Others, 
since, have shown a definite decrease in ton- 
sil disease when cereals were curtailed. I 
now feel that all of these weaknesses are 
the result of the pancreas deficiency that 
starts in babyhood. 

After more than 40 years of continuous 
research, Dr. George Crile concludes that 
life is an electro-radiant phenomenon. We, 
as animals, get the radiant energy from 
starch, sugars, fats, and proteins, where 
nature has stored the energy of sunshine, 
and release it only through the process of 
digestion. If the processes of digestion are 
impaired, the amount of “sunshine” released 
inside of us will be correspondingly lessened. 

In the hypopancreatic children and ado- 
lescents that I have observed, there is a 
sharp increase in their “desire” to do con- 
structive work very soon after the beginning 
of pancreas feeding. Where ambition has 
degenerated into languid desire, we can 
rekindle the fires of constructive ambition by 
increasing the energy, through increasing 
the total digestive capacity. 

When I was a boy there was an old say- 
ing that “Idle hands are the devil’s work- 
shop.” Of course, hands are idle when there 
is little desire and equally little energy to 
make them work. In thinking of this in 
connection with juvenile crime, it occurred 
to me that we all tend to follow the line of 
least resistance: we all would like to get all 
we want with the least expenditure of effort. 
It is obvious that many youths tend to steal 
rather than work, because it seems, to them, 
to be easier. They are following the line 
of least resistence when they commit thiev 
ery and burglary. 

I am told that the incidence of juvenile 
crime is definitely increasing. I am also 
told that more and more school children are 
in corrective classes for some manifestation 
of physical weakness. My figures show that 


Crime and Pancreas 


65 percent of my patients (mostly adults, 
with some children) show some pancreatic 
deficiency. Dr. Walter Alvarez said, a year 
ago, that 60 million Americans are suffering 
with allergic dyspepsia. 

Oelgoetz has pointed out that it is pri- 
marily a matter of digestion of food, in- 
stead of the kind of food. If the starches 
are completely digested, there is no trouble. 
The same applies to the fats and proteins. 
It is this inability to complete the digestion 
of foods that causes the socalled allergy and 
the associated fatigue. 

Dr. Raymond B. Cattell estimates that 
America’s crime toll is 13 billions of dollars 
a year. And, still we go on building bigger 
and better (?) jails and reformatories! Dr. 
Cattell believes that the young criminal’s 
abnormality of character began in child- 
hood and should have been treated in child- 
hood. If we are ever to lessen the number 
and size of our jails and penitentiaries, we 
must begin to lessen the number of inmates 
in our reformatories. It seems to me logical 
that we should consider and study this pan- 
creatic factor, which starts in very early 
childhood. 

I am not unmindful of the excellent ef- 
fects of the numerous playgrounds and the 
value to society of properly directed play. 
However, the percentage of playgrounds has 
increased much more than the percentage 
of population and, in spite of this, the young 
criminals are increasing. It occurs to me 
that they are the small minority that have 
not energy enough to use the playgrounds, 
and it is this small minority that is costing 
the taxpayers so much money every year. 

Although there are many factors involved 
in the development of criminals, I am sug- 
gesting another factor which I feel to be 
vitally important, because it deals with such 
a basic thing as digestion. In the blood- 
serum-enzyme index test we have a definite 
measure of pancreas activity. This test, 
then, becomes a measure of our digestive 
capacity for the three principal energy- 
producing foods, starch, fat, and protein. 

If my argument and reasoning are sound, 
it naturally follows that we should include 
this test, and also a complete digestive 
study, in the cases of all our juvenile de- 
linquents. This work will require much 
time, effort, and correlation of data. But I 
feel sure that it will pay handsome divi- 
dends, because we can, in most cases, pre- 
vent the degeneration of ambition into lan- 
guid and impotent desire. 

430 So. Western Ave. 
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Instructions to Patients Regarding 
a Change in Glasses* 


By 


CuesTter C. Lockwoop, M.D., Chicago 


URRENT fallacious opinions of laymen 

concerning changes in refraction of the 
eyes and the causes of such changes may 
be summarized briefly as follows: (1) That, 
regardless of age, eyes vary in refraction 
from year to year and should, therefore, be 
examined periodically; (2) that near- 
sighted persons must wear their glasses 
constantly to keep from becoming more my- 
opic; (3) that the principal cause of myopia 
is continued close work or reading. 

The first of these misconceptions is due to 
suggestion based on the fact that, especially 
in cases of hyperopia, the oculist urges re- 
peated examination for both children and 
adults. Symptoms recur in hyperopia, not 
because of a change in the refractive error, 
but because, after a time, the eyes require 
a lens more closely approximating full cor- 
rection. For example, under the influence 
of a cycloplegic such as homatropine or 
atropine, a hyperopic patient aged twelve 
years may take a plus 3 diopter spherical 
lens (a moderately strong correction), 
whereas, two days later, after the effect of 
the “drops” has worn off, he may have clear 
vision with only plus 1 diopter of lens power. 
This change can be interpreted only as be- 


*From the George W. Green Medical Library, Ravens- 


wood Hospital. 


ing due to an active ciliary muscle, which 
easily compensates for the additional plus 2 
diopters of hyperopia and thereby renders 
the plus 1 diopter accepted by the patient 
sufficient to relieve the initial complaint of 
headache or eye fatigue. 

Between his twentieth and thirtieth years 
of age, when the accommodation mechanism 
becomes fatigued more easily, the patient 
will accept plus 2 diopters; and in his 
fiftieth year, when the lens has become less 
elastic, he will take his full correction of 
plus 3 diopters. At the age of sixty years, 
his distant sight, without glasses, will prob- 
ably be similar to his distant sight at the 
age of twelve years, when “drops” were in- 
stilled in his eyes and his vision blurred. 

The criterion for re-examination in cases 
of hyperopia is, therefore, the recurrence of 
symptoms or the desire for more acute 
sight. The patient should be told that he, 
himself, is the best judge of the length of 
time his glasses are useful. A student, who 
reads daily for long periods and must have 
efficient eyes, may require a second exami- 
nation at the end of two years; whereas 
a housewife, who greatly dislikes glasses 
and is indifferent to an occasional headache, 
may delay returning for re-examination as 
long as ten years. 
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In the report of a study of 1,205 persons 
whose eyes were refracted at intervals be- 
tween the ages of two and fifty-one years, 
E.V.L. Brown! compared and discussed the 
significance of the average changes of re- 
fraction under atropine cycloplegia. One of 
his conclusions was that hyperopia in- 
creases and myopia decreases each year 
from birth until the end of the seventh 
year, the maximum changes occurring in 
the second and third years. This is strik- 
ingly contrary to the accepted view. The 
anatomic fact that the eye is short at birth 
and tends to increase its axial length dur- 
ing growth precludes the corollary that hy- 
peropia decreases and myopia increases 
after birth. If Brown’s conclusion is correct, 
it partially explains why parents so often 
state that they were unaware of their 
child’s strabismus until the second or third 
year, after some debilitating disease, such as 
measles, had weakened the external ocular 
muscles and a less manifest squint had be- 
come precipitated into an obviously “cross- 
eyed” condition. 

The noticeable increase in hyperopia 
may be explained by two possible growth 
changes in the eye: (1) a decrease in the 
curvature of the cornea and lens; and (2) 
a relative backward displacement of the 
lens. 

Myopia follows a similar trend, decreas- 
ing during the first seven years. As it usu- 
ally does not produce squint or marked im- 
pairment of useful vision, it is not noticed 
by parents. After the seventh year it rap- 
idly increases, driving the patient to the 
oculist because of increased blurring of dis- 
tant vision. 

Brown found that, after the eighth year, 
hyperopia decreases toward emmetropia. 
At about the twentieth year, both myopia 
and hyperopia tend to become stationary. 
Puberty seemingly initiates a stabilization 
which persists throughout the rest of life. 
Therefore glasses are altered, perhaps after 
from two to ten years, only to compensate 
for a decreasing threshold of fatigue, or 
presbyopia, or the effects of disease, injury, 
or cataract. 

Accordingly it is easily seen why the 
periodic examinations which are of impor- 
tance in the cases of children between the 
ages of three and twelve are so commonly 
advised for adults. Oculists’ instructions to 
patients are wisely specific and based on 
the initial findings and the patient’s age. 

The misconception of the laity that near- 
sighted persons must wear glasses con- 
stantly in order to stop the progress of the 
myopia hasseveral reservations. Recentstud- 


1.—Brown, E. V. L.: Net average yearly changes in 
refraction of atropinized eyes from birth to beyond 
middle life. Archiv. of Ophthalmol. Vol. 19, No. 5 
(May), 1938, page 719. 
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ies by both Brown’ and Gifford? show no 
evidence that the course of progressive my- 
opia with retinal atrophy, myopic conus, or 
halo, or even the course of simple myopia, 
is over checked or altered by glasses. How- 
ever, as early recognition of the type of my- 
opia is possible and the progressive type 
is rare, most myopic patients can be as- 
sured of useful vision all their lives. In the 
majority of cases of myopia, glasses need 
not be worn if clear distant vision is not es- 
sential. There are, of course, exceptions, 
as when the fusion sense is disturbed by 
markedly unequal refraction of the two eyes 
(antimetropia), and as when a myopic pa- 
tient with astigmatism develops headaches 
when he does not wear his glasses. 

Myopic patients should not be alarmed by 
the suggestion that excessive reading has 
caused their nearsightedness or that con- 
tinued reading will make them _ blind. 
While heredity is recognized as a factor in 
myopia, the cause of the condition still re- 
mains entirely obscure. These conclusions 
are based on prolonged careful observations 
of many cases in which refraction and 
checking under atropine cycloplegia were 
done by more than one clinician. 

In summary, glasses are to be regarded as 
aids to increase vision, as in myopia, or to 
relieve ciliary fatigue. They are not cura- 
tive. They act to relieve muscular fatigue 
in the same way as levers, motors, and ve- 
hicles. 


Discussion 


Chester H. Lockwood, M.D., Ophthalmology 
Department, Ravenswood Hospital 

For many years it has been taught, and 
many oculists still maintain, that full cor- 
rection with glasses has a tendency to in- 
hibit the progress of myopia. Certainly, 
after refraction and full correction with 
glasses, many cases of progressive myopia 
have been observed to become no worse. 
Whether this is a coincidence or not is still 
a subject of much discussion. On the other 
hand, the fact that, in numerous cases, the 
condition progresses no matter how strong a 
lens is worn, proves that the wearing of 
glasses is not a panacea for myopia. 

The work of E.V.L. Brown just cited, sug- 
gests that myopia is in some way related 
to school work. From the seventh to the 
twentieth year of age the tendency was to- 
ward myopia. After the twentieth year the 
condition usually became little, if any, 
worse. The myopic age from the seventh to 
the twentieth year corresponds to the 
school age when children begin to use their 
eyes for close work day after day, and 
nights as well. To what degree, if any, this 
close work is responsible for the myopia is 


2.—Gifford, S. R.: 


“Handbook of Ocular Thera- 
peutics.”” 2d Edition. 


Lea and Febiger, 1937, page 328 
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a much debated question. Certainly the his- 
tory of many myopic children shows that, in 
addition to doing their school work, they 
have their noses in a book most of the time 
when they are out of school. My experience 
is the same as that of many other oculists— 
that numerous cases of myopia seem to be 
arrested more or less by full-correction 
glasses. 

I regard it as unwise to promise any- 
thing in the practice of medicine. I think 
it best, however, in most cases of myopia, 
to advise that only a moderate amount of 
close work be done, and that, outside of 
school hours, the child be encouraged to 
get physical exercise out of doors instead 
of constantly burying his head in a book. 

If glasses have a tendency to stop the 
progress of myopia, or if they play even a 
minor part in its control, one would nat- 
urally assume that the more they are worn 
the better the result may be. However, I 
do not believe it is good policy to tell any 
patient that he will become blind if he does 
not wear his glasses constantly. 


Alfred N. Murray, M.D., Ophthalmology 
Department, Ravenswood Hospital 


I am of the opinion that the wearing of 
correcting lenses before the age of seven or 
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eight years has considerable influence in 
preventing the increase of myopia. While in 
some cases the condition remains stationary 
for years, in others there is an increase 
of from % diopter to as much as a diopter 
or more a year. The latter seem to be the 
cases of patients who do not wear their 
glasses constantly or fail to report at the 
proper time for re-examination. When there 
is fairly rapid progression of myopia the 
patient should be advised to report for re- 
examination at least once a year. If notice- 
able impairment of vision occurs, he should 
report even more frequently. 

In cases of hyperopia it has been my ob- 
servation that the condition may either re- 
main stationary or decrease until the eyes 
have attained their maximum development. 
In such cases the indication for re-examina- 
tion depends upon whether or not the pa- 
tient is comfortable with his glasses. A 
common cause of discomfort in the wearing 
of glasses is faulty alignment of the frame. 
This calls for frequent inspection of the 
frame by the optician, in order that proper 
adjustment may be made. Patients should 
always be cautioned to avoid using their 
eyes to the point of fatigue. 


4707 Broadway. 
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Errors in Cholecystography 


Roentcenoocy, as applied to the gall- 
bladder, is a technical procedure subject 
to technical errors and interpretation based 
on personal experience. If stones can be 
visualized or if no cholecystic shadow can 
be demonstrated (after two successive days 
of dye administration), there is little ar- 
gument about the presence of definite patho- 
ingic change. Other deformities of the 
snaadow are of little importance, if the 
shadow is of good density and the gall- 
bladder empties normally.—A. M. SNELL, 
M.D., in Journal-Lancet, Jan., 1939. 


é 


Compression Treatment in 


Acute Thrombophlebitis* 


Tue cLassic TREATMENT of acute phlebitis 
of the lower extremities consists in pro- 
longed immobilization, until the thrombus 
organizes spontaneously. The disadvan- 


*J. de. med. de. Lyon, June 5, 1938. 


tages of this method are: (1) That it does 
not protect against the danger of embolism; 
and (2) that it requires from two to three 
months. Serious sequels, such as edema, 
cyanosis, clubfoot, partial ankylosis, and 
muscular atrophy occur, due to the pro- 
longed elevation of the leg. 

I have treated 17 patients thus: (1) The 
limb is shaved, washed with soap and water, 
and elevated for at least 20 minutes; (2) 
strips of gauze saturated with a paste con- 
sisting of 150 Gm. of zine oxide; 150 Gm. 
of gelatin; 250 Gm. of glycerin; 250 Gm. 
of calcium hydroxide; and water to 1,000 
ec. are wound around and around the limb 
(gauze should be 5 yards in length and 3 
inches in width); (3) the leg is extended 
for one hour or more, until the paste begins 
to dry, and is then placed on cushions in 
a slanting position; and (4) the patient is 
kept in bed for 11 days, with the leg in the 
elevated, slanting position. (Certain au- 
thors allow their patients to walk at once). 

At the end of the 11-day period, the 
paste bandage is removed and Velpeau’s 
bandage is applied. In all cases, a cure 
was obtained in 20 days. 
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The early compression approximates the 
venous wall against the thrombus, thus 
favoring rapid organization. Edema dis- 
appears rapidly, and in 12 hours from the 
removal of the compressive bandage, the 
patient can make active movements and 
walk without fear of embolism. 


J. Pratsicas, M.D. 


Lyon, France. 


A 


I read with a great deal of interest every 
copy of CLINICAL MEDICINE AND SURGERY, 
and do not want to miss one.—Dr. E. V. C., 
Okla. 


A 


The Chiropractors Are 
“* Adjusted” 


Or LATE, many chiropractors have invaded 
the physical therapy field, and have widely 
advertised the use of short-wave therapy, 
infrared rays, vibrators, and_ similar 
agencies. That this action reveals the 
failure of the chiropractic art to “cure,” 
they have been seemingly unaware. 

On March 15, 1938, the Iowa Supreme 
Court handed down a decision (Number 
43,483) which limits chiropractors in the 
state of Iowa to the practice of adjust- 
ments. Chiropractors may not use phys- 
ical therapy, electrotherapy, colonic ir- 
rigations, rays (infrared, ultraviolet), vi- 
brators, or any type of electric current in 
the treatment of the sick. 

R. L. G. 


A 


Physical Therapy in 
Otolaryngology 


In acute CORYZA, a suberythema dose of 
ultraviolet rays may be applied to the nares 
by a nasal quartz applicator, to abort the 
attack; general irradiation to the head 
and chest is also advisable. 


dividual man and his government. 


LIBERTY 
Liberty is no God-given benefit to man. 
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In acute sinusitis, lavage of the antrum 
and infrared irradiation, daily, are valuable. 
Short-wave diathermy should be employed 
by means of an electrode upon the frontal 
or maxillary region and one on the occiput. 


In chronic sinusitis in children, short- 
wave diathermy is most beneficial; in adults 
the same treatment is recommended every 
second or third day.—E. GUTTERIDGE, M.D., 
in Med. J. Austral., Nov., 1938. 


” Books ” 


Roentgen and Radium 
Therapy 


DELARIO 


A HANDBOOK OF ROENTGEN AND RADIUM 
THERAPY. By A. J. Derario, B.A., M.D., Radi- 
ologist, St. Joseph’s Hospital, Paterson, New Jersey, 





and Community Hospital, Montclair, New Jersey. 
Numerous Engravings, Graphs, Tables. Philadel- 
phia: F. A. Davis Company. 10938. Price, $8.00. 


HIS book is what its name implies, a 

practical, useful handbook on the technic 
of radiologic therapy. The first section dis- 
cusses the origin and production of roentgen 
and radium waves, methods by which wave- 
lengths are measured, and their physical 
and biologic properties, as well as erythema 
and therapeutic doses, and rate of tissue 
recovery. 

The second section comprises a number 
of figures and tables, which give, in graphic 
form, the theoretical and practical informa- 
tion on the subject of roentgen and radium 
waves. These illustrate the factors by which 
a known amount of roentgen or radium 
irradiation can be given. 

The third part gives the end-results of 
conditions treated with roentgen and radi- 
um rays. Especially significant is the com- 
parison of the results obtained by surgery, 
roentgen-ray, and radium therapy alone, or 
in combinations, in the treatment of benign 
and malignant growths. 

The author’s plan works out well to make 
up a readily available mass of detail for 
calculation of proper doses for each disease 
condition. 








Every evidence of human 
liberty is the product of an endless, vigilant struggle between the in- 


Each manifestation of liberty (such 


as freedom of the press) marks a successful struggle—and each right 
can be destroyed unless man is willing to struggle to maintain it.— 


GEORGE E. SoKOLSKY, in Atlantic Monthly. 
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The Business of Medicine and the Art of Living 


* 


Associate Editor: Ralph L. Gorrell, B.S.M., M.D., D.N.B. 


The Fuanetion of the Independent 
Medieal Journal 


By 


Georce B. Lake, M.D., Waukegan, III. 


RADITION hath it that once upon a 

time a learned man set himself the task 
of writing a treatise on snakes in Ireland. 
But when he had gathered his material and 
made his researches, the eagerly awaited 
monograph consisted of just six words: 
“There are no snakes in Ireland.” In like 
manner, were I to stick literally to my text, 
I might begin and end what I have to say 
by remarking: “There are no independent 
medical journals.” 

As a matter of fact, when one stops to 
think about it, there are, in any society 
above the social status of savagery, no in- 
dependent human beings or groups of such 
beings whatever. When we leave the strict- 
ly individualistic era of Pithecanthropus 
erectus, or possibly his more modern de- 
scendants, the Heidelberg or Cro-Magnon 
men, we find interdependence developing 
rapidly until, in the world of today, it is 
uproariously ridiculous to talk about the 
independence of any man, family, institu- 
tion, or even nation. All are bound together 
in an organization so highly specialized 
that comparatively few persons actually do 
for themselves anything but eat and sleep 
and perform the other functions of nature. 

In such a society, the idea of a wholly 
independent medical journal—or any other 
type of periodical, for that matter—is un- 
thinkable. All are, as it were, the servants 
of their readers and their advertisers; all 
are colored by the mental reactions of the 
people who buy or subscribe to them and 
by the Zeitgeist (there is no satisfactory 
English equivalent) of that part of the 


world in which their several activities are 
pursued. 

But this task is not so impossible as it 
sounds, for there are medical journals, as 
well as other publications, which are rela- 
tively independent, in that they are not the 
official mouthpieces of any society, organiza- 
tion, group, or clique, and acknowledge as 
their masters only their public and their 
advertisers. This acknowledgment of a 
degree of subserviency will not seem out 
of place or degrading if we remember how 
a Great Teacher, who walked among us 
some centuries ago, once remarked, “He 
who would be great among you, let him be 
a servant.” 

A magazine’s duty toward its advertisers 
is a very real one, but comparatively simple. 
It must, by means of editorial achievements, 
build up its scope and prestige, so that it 
becomes or remains a favorable market- 
place; and it must assure those who offer 
their merchandise or services in the show- 
windows of its pages, that they will have 
no cause to be ashamed of the company in 
which they are found. 

To its readers, the obligations of the in- 
dependent medical journal are far more 
multifarious and exacting, as we shall see. 

A firm and well coordinated editorial 
policy is an immense advantage to any 
periodical: To an independent journal it is 
indispensable, for no one is required to sub- 
scribe to it, as a condition of membership 
in any essential or desirable organization, 
and only those will do so who find in it a 
value exceeding that of the dollars with 
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which they must part in order to obtain it. 

Among the educational forces in the 
world, the printed page has, since books 
began to be, assumed a more and more com- 
manding place with every passing decade. 
From the time of Hippocrates, up to a few 
centuries ago, only those could secure a 
medical education who were able to sit at 
the feet of the great teachers and drink in 
their words of wisdom; and the pupil’s in- 
struction ceased the moment he left his 
master’s side. 

Today, when a young man receives his 
degree in Medicine, it is, truly, a “com- 
mencement”—his education is only just 
begun. If he would grow in power and 
capacity he must pursue that education 
diligently, day by day, in the newest text- 
books and, especially, in the periodical 
literature of his profession. If he should 
cease for one year to read the current med- 
ical journals, he would be so far behind the 
march of progress that the hope of catching 
up would be rather remote. 

The independent journal is, or should be, 
a shrine of professional and cultural ideals 
—a beacon to guide those who, for one 
reason or another, may be a bit off the 
course or floundering. It should aim to be 
instrumental in the making, not alone of fine 
physicians, but of sound, well-rounded, up- 
standing human beings, as well. 

Heaven knows how easy it is for the busy 
doctor, harassed hourly by the trials of 
his patients, to slip into a rut and forget 
the cultural background which every one of 
us has had. He has a right to turn to his 
independent journal for inspiration and 
guidance, as well as merely for technical in- 
formation. He is entitled to expect news 
from that large section of the thinking and 
feeling world of the arts, sciences, and 
world-politics which lies outside of the door 
of his consulting room. This yeast of the 
mind and soul he should find in the editorial 
pages. 

From this point on, the details of the in- 
dependent journal’s functions will vary with 
the particular segment of the medical public 
it aims to serve, but the general principles 
are the same, and so, for the sake of clear- 
ness and brevity, I shall state what part I 
think such a journal should play, supposing 
it is trying to help that large and magni- 
ficent group known as general practitioners. 

It should, as I see it, be to them as worthy 
a substitute as possible for those annual 
postgraduate courses which all of us ought 
to take, and so few of us are able to com- 
pass, regularly. It should present the 
seasoned opinions of nien of wide experience 
and standing in the profession; and also the 
new and sometimes startling ideas of those 
whose reputations are yet to be made, pro- 
viding only that such ideas are offered in 
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sincerity, by reputable men who have digest- 
ed them to a reasonable degree. 

It should serve as a medium of commu- 
nication for the dissemination of those in- 
teresting and helpful clinical experiences 
which every practitioner accumulates in the 
course of his daily ministrations—a con- 
sulting room where each may come, not 
merely to hear important and valuable re- 
ports upon hundreds or thousands of ac- 
curately analyzed and tabulated comparable 
cases, but to tell how he has helped a dozen 
or a score of patients or to lay before his 
professional brethren the details of the case 
that has been puzzling him and ask their 
friendly counsel. 

No man, today, if he does anything else, 
can even glance over a tithe of the literature 
which appears in his own language, to say 
nothing of that emanating from foreign 
countries. His independent journal should 
be to him a sorting station and a card index 
of the world’s medical progress, giving him, 
at frequent intervals, synopses of the most 
significant articles which have recently ap- 
peared in all the civilized nations, so that 
he can make use of practical ideas or know 
where to pursue further any line of study 
in which he may be especially interested. 

Because the physician is, first of all, a 
human being, who must eat, sleep, be shel- 
tered and clothed, recreate himself and rear 
his young—and who must, therefore, be 
provided, as a result of his professional ef- 
forts, with the material resources which are 
required, in our present state of society, in 
order that these matters may be carried on 
with a degree of completeness suited to his 
station in the community—the economic side 
of medical practice must, by no means, be 
neglected by the independent medical jour- 
nal. 

“Of the making of books there is no end,” 
and how may the man in the office or at the 
bedside judge which of the many that ap- 
pear each year are suited to his needs? 
Surely, the independent journal should tell 
him, as briefly and clearly as possible, what 
each of the important volumes is about, and 
give him an idea of whether or not any par- 
ticular work is an essential to his material, 
professional, or spiritual progress. 

Nor should the past or current history of 
Medicine be neglected. The lives of the great 
men who have assisted in bringing our 
glorious art and science to its present com- 
manding position are a constant source of 
inspiration to greater efforts; and news of 
those who strive with us for the alleviation 
of suffering is never without interest. 

Since the object of philosophy is to put 
an end to pain, it falls directly in the line 
of our daily efforts, so that discussions of 
philosophic and religious questions and news 
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of the work being done in these lines should 
not be wanting from the pages of the in- 
dependent journal. Sectarian theology and 
party politics should, however, be taboo. 
In brief, the independent medical journal 
should be, not only a clearing house for 
practical information of a professional sort, 
but a point of contact with the larger world 
of human life and interests; an active leav- 
ening and lifting force to make better doc- 
tors, better citizens, better husbands and 
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fathers and neighbors; a potent and living 
factor in the general and medical education- 
al scheme; a clear voice in the tumult and 
a helping hand in the darkness. 

A bold and ambitious program, you say? 
Yes, and a worthy goal for our striving, 
for such a journal is and can be the prod- 
uct of no one man’s life and energies, but 
must be a cooperative work, performed with 
love and zeal by all those who are willing 
to contribute to its success. 


* Vos ial tients . 


Physicians and Pharmacists 


WAS very much interested in the 

article “The Dispensing Physician and 
the Prescribing Pharmacist,” by Dr. Gor- 
rell, which appeared in the December num- 
ber of CLINICAL MEDICINE AND SURGERY. 

The physician who writes and fills his 
own prescriptions enters a branch of medi- 
cine for which he is not qualified by practice 
and experience, and his patient does not 
receive the best possible treatment. Dis- 
pensing properly belongs to the pharmacy. 
The pharmacist is especially trained to 
compound, prepare, and dispense drugs 
and medicines. He is required by law to 
have at least four years of collegiate train- 
ing in a recognized college of pharmacy, 
plus a year of guided training in a regis- 
tered pharmacy. (This is a minimum re- 
quirement in all but three states). 

This training, however, does not qualify 
him to diagnose cases nor treat diseases. 
The pharmacist who counter-prescribes or 
attempts to practice medicine also enters 
a branch of medicine for which he is not 
qualified and in which he can do tremendous 
harm. 

From the point of view of the patient 
(and he is certainly entitled to first con- 
sideration), it would seem that he receives 
the best possible treatment if his physician 
diagnoses his case, recommends a definite 
treatment, prescribes the necessary drugs, 
and then leaves it to the pharmacist to 
compound and dispense the _ presciption 
secundum artem. However, as long as 
physicians find it profitable to dispense, 
we will have dispensing physicians; and 
as long as pharmacists find it profit- 
able to counter-prescribe, we will have 
prescribing pharmacists, much as the lead- 
ers in both medicine and pharmacy may 
condemn such practices. 


The way to solve this problem, or at 
least to improve conditions, is by closer 
contact and better understanding between 
physician and pharmacist. This could be 
accomplished by having pharmacists attend 
meetings of the medical societies, and hav- 
ing physicians attend meetings of the 
pharmaceutical associations. We could learn 
much from each other and, with Socialized 
Medicine on the horizon, we will need closer 
cooperation and better understandiag of 
each other’s problems. 

Although I agree with Dr. Gorrell in 
general, I disagree on some points. In the 
matter of counter-prescribing, I do not be- 
lieve that it is so prevalent as his article 
suggests. I can speak from personal knowl- 
edge, having had thirty years’ experience 
as a pharmacist, gathered in large cities, 
small cities, and towns in the states of New 
York, New Hampshire, and Maine, and in 
large stores and small stores. Diagnosing 
and counter-prescribing, as I understand it, 
were neither encouraged nor permitted in 
the stores where I worked. We frequently 
recommend simple remedies to customers, 
but these are for simple ailments and cer- 
tainly never for such serious diseases as 
ulcers, gonorrhea, or appendicitis. I cannot 
imagine a pharmacist recommending a lax- 
ative for appendicitis. Any informed 
pharmacist would know that laxatives are 
contraindicated. However the doctor is 
right about asthma. A customer going in- 
to almost any pharmacy and calling for 
“something good for asthma” would prob- 
ably be given a choice of several asthmatic 
powders commonly advertised for self-med- 
ication. It seems to me that there is a 
great difference between recommending a 
preparation for self-medication and diag- 
nosing and treating a disease. 
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I must also disagree with Dr. Gorrell on 
the matter of pricing prescriptions. It has 
always been my practice to price prescrip- 
tions according to the cost of the ingre- 
dients, the time necessary to compound the 
prescription, and, at times, the customer’s 
ability to pay. In a small town, where we 
know our customers personally, the tend- 
ency is to undercharge rather than over- 
charge. 

However, I can see nothing wrong in 
establishing a minimum price. The pharma- 
cist charges less for his professional serv- 
ice than do the members of any other pro- 
fession. How much professional service 
can you buy for fifty cents from a physician, 
or a lawyer, or a dentist? Yet the profes- 
sional service charge on a prescription will 
average well below the fifty-cent mark. The 
actual average charge for a prescription 
in my store for the past year is slightly 
less than 72 cents; the cost of the ingredi- 
ents will average 35 cents; which leaves a 
balance of some 37 cents for my gross 
profit and professional service. 

Regarding filling prescriptions for pro- 
prietaries, is the pharmacist justified in 
charging more than the ordinary retail 
price? I believe that he is. When a pharma- 
cist fills a prescription he is entitled to 
charge for his professional service, regard- 
less of whether the prescription calls for of- 
ficial drugs or proprietaries. 

To the physician who prescribes, I would 
like to make a few suggestions which, if 
adopted, would benefit both the patient and 
the pharmacist. 

1.—Do not use a prescription blank which 
carries the name or advertising of any 
pharmacy. Use your own individual blank 
and let your patient choose his own pharma- 
cist. 

2.—In prescribing official preparations, do 
not specify some maker’s name. By doing so 
you compel the pharmacist to carry standard 
preparations of half a dozen different com- 
panies. Dependable pharmacists do not stock 
substandard drugs. This applies also to 
standard preparations which are not of- 
ficial. It is exasperating to have in stock 
five or six brands of “A.B.D.G.” capsules, 
and be unable to fill a prescription because 
the physician specifies still another brand. 
The same is true of thiamin chloride, cev- 
itamic acid, and many others. 

3.—In prescribing such drugs as meth- 
enamin, cinchophen, phenobarbital, theo- 
bromin sodio-salicylate, etc., you will save 
your patients money if you use the official 
names, rather than the trade or proprie- 
tary names. For example, should you pre- 
scribe theobromin sodio-salicylate for a pa- 
tient, the cost of the prescription will be 
based on a price of 30 cents per ounce for 
the drug. However, if you prescribe the 
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same drug by its trade name (which is 
easier to write), the cost to the patient will 
have to be based on a price of $1.80 per 
ounce. 

I hope that Dr. Gorrell’s article may be 
the means of correcting some of the evils 
which he exposes in his article. I am heart- 
ily in favor of his dual code for physicians 
and pharmacists. 

P. S. DEMERS, R.Ph. 

Chairman Legislative Committee, 

Maine Pharmaceutical Association 
Springvale, Me. 


A 


Relative Costs of Government 


Tue MAGAZINE, America’s Future, Jan- 
uary, 1939, presents a simplification of 
the relative costs of government. 

Using as a basis the latest (1936) Na- 
tional Industrial Conference Board figures 
for the combined cost of federal, State, 
and local governments—a total of $17,047,- 
000,000—the magazine finds that govern- 
ment spent more than one-quarter of the 
national income for that year. This sum, 
it states, is more than the year’s yield in 
this country from soil and earth—crops, 
livestock, metals, coal, oil, and lumber. It 
is more than we spent for food, clothing, 
and rent in that year. 

The Federal government cost of $11,009,- 
000,000 was far more than American farm- 
ers raised in 1936, almost as much as it 
cost the American people to eat, and more 
than American farmers’ cash income. 

The $2,433,000,000 spent by State gov- 
ernments was more than rent, and almost 
as much as clothing. Local government 
costs were $6,038,000,000. That, states 
America’s Future was more than investors’ 
stock dividends; more than interest on 
bonds and mortgages; more than the pre- 
miums paid on all forms of insurance. 


A 


Medical Problems 


Over $3,500,000,000 is spent annually for 
medical care, yet four out of every ten 
people who are ill never see a doctor. 

Of all the money spent for medical care 
in the United States, a mere 3 percent of 
it is spent for the prevention of sickness. 

Over 38 percent of all small loans are 
made for the purpose of paying medical 
bills, and yet 20 percent of the doctors’ 
bills are never paid. 

There are 2,500,000 people ill today and 
every day, and yet thousands of physicians 
are looking around for something to do.— 
The Commentator, Nov., 1938. 
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**A Monthly Postgraduate Course” 


(NOTE: Our readers are cordially invited to submit fully worked up problems to 


the Seminar and to take part in the discussion of any or all problems submitted. 


Discussions should reach this office not later than the Sth of the month 


following the appearance of the problem. 


Address all communications intended for this department to The Seminar, 
care CLINICAL MEDICINE AND SURGERY, Waukegan, Illinois.) 


Problem No. 12—1938 
(Medical) 


Presented by William P. Van Wagenen, 
M.D., Rochester, N. Y. 


Recapirunation: A woman of 54 years 
jumped off a porch, eight years before ad- 
mission to hospital, and presumably sus- 
tained an injury in the region of the right 
hip joint, followed by pain in the right 
thigh and knee. From that time on she 
had been treated for “sciatica,” “sacro- 
iliac sprain,” “lumbago,” “arthritis,” etc. 

Five years later she fell while on board 
ship, after which her symptoms were worse. 
One year before she was seen she noticed 
difficulty in going up and down stairs. Three 
months later she began to have stabbing 
pain, radiating from the midthoracic spine 
around the left chest to the lower sternum. 
Two months after that there was numbness 
and weakness in the legs. 

Requirements: (1) Suggest the diagnosis, 
giving reasons; (2) What further examina- 
tions would you have made? 


Discussion by S. M. E. Simon, M.D., 
Williamson, W. Va. 


There is a very obscure history of the 
injury which this patient received eight 
years ago, when she was treated for every- 
thing but the fracture which she received, 
if she received any. About five years after 
this patient fell, she complained of similar 
pains, but still the author does not state 
whether a roentgenogram was taken of the 
hip, or of the joint involved in the injury. 

I have the following suggestions to make 
to complete the examination: 

1.—A complete neurologic examination. 

2,—A complete blood study and urinalysis. 

3.—A spinal puncture; spinal fluid ex- 
amination, including a Wassermann test; 
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and also a lipiodol roentgenogram of the 
spinal canal. 

There is a possibility of a benign lesion 
at the lumbosacral plexuses; of neuroma of 
the lower spinal nerves; and of spondylolis- 
thesis, which became aggravated by the 
second injury and caused irritation of the 
neighboring nerves. 

Since the patient’s pains have been 
so irregular during the past nine months, 
there is a possibility of psychoneurosis in 
this case. I should like to know more about 
her present complaints, because the numb- 
ness and a weak sensation of the legs, which 
the doctor mentions, could be caused from 
a hundred different things. 

Syphilis, pernicious anemia, and hysteria 
should be considered very seriously, as they 
could also be superimposed upon her in- 
jury. An organic lesion of the spinal cord, 
such as sclerosis or myelitis, is ruled out, 
since neither of these organic lesions would 
progress so slowly in causing numbness 
and weakness of the legs. 

Surgery would be indicated, if there is 
a growth which could be located at the 
lower plexuses of the spinal cord, since 
the patient has involvement of both legs 
and it seems that, if there is a fracture, 
it is an entirely separate condition. 


Discussion by E. C. Junger, M.D., 
Soldier, Iowa 


This problem may be medical. At least 
it has been so treated for eight years, with- 
out benefit. Would it be too much to sug- 
gest that it might be surgical, or orthopedic, 
or one for physical therapy? 

Owing to that meager history, I can offer 
only a guess as to the diagnosis. The only 
definite point given is a fall or jump from 
a porch. Was it a front porch, one foot 
or ten feet above the ground, or a sleeping 
porch on the second story? Was this pa- 
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tient, besides being a “female,” fat or 
lean; long or short; a mother of a big 
family or a spinster; was there disease 
in the hip or spine, as a girl, or did it all 
start with that leap into space; and was 
that hip fractured? Was there any reason 
why she fell from the porch, or on board 
ship? 

Adding up what few symptoms are given, 
and the two falls, I think that we might 
find some pressure on the spinal cord or 
nerve roots where they pass out at the 
foramina, perhaps due to a lime deposit 
in the joint surfaces of the vertebrae and 
the iliosacral orifices. A roentgenogram 
should tell us something, and a few treat- 
ments of x-ray therapy might do much 
good. Not all women of 54 years who com- 
plain have actual organic lesions. A hyster- 
ical neurotic can fool most of us. 


Discussion by S. A. Woolsey, M.D., 
Austin, Texas 


It strikes me as rather odd that a healthy 
woman of 46 years should sustain a frac- 
ture of the neck of the femur from a short 
jump, unless she was rather overweight. 
There must have been more or less brittle- 
ness in the bones. Then the fact that, fol- 
lowing the fracture, there were so many 
pains attributable to “sciatica,” “arthritis 
of the spine,” etc., is somewhat unusual. 

It seems to me that the difficulty in walk- 
ing up and down the stairs and, more than 
all else, the sharp pain around the chest, 
would point to locomotor ataxia (tabes), 
which could be ascertained by a blood Was- 
sermann test, ocular examination, and spi- 
nal fluid test. I should also, if these were 
negative, make an x-ray study of the spine, 
for possible tumor of bone or other tissues, 
or for fracture. 

Urinary findings, and all routine exam- 
inations would naturally have been made, 
especially the family history. 

My guess is as stated above, tabes dor- 
salis. 


Solution by Dr. Van Wagenen* 


The patient had never received a neu- 
rologic examination, despite eight years of 
treatment, until she was admitted to our 
clinic. Anesthesia was present below the 
level of the sixth thoracic nerve and there 
was almost a complete paraplegia. The 
roentgenogram of the spine, taken pre- 
viously, showed a well-calcified tumor with- 
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in the thorax, at the level of the fourth and 
fifth thoracic vertebrae. 

Of 83 verified patients with spinal cord 
tumor, only three were able to walk into 
the hospital, all the remainder being mis- 
diagnosed until paralysis began. Over 
two-thirds of spinal cord tumors are be- 
nign, and good postoperative functional 
results are obtained if the compressed 
nerve tissue has not softened or gliosis 
has not begun. In this case, removal of the 
tumor was carried out and sections showed 
that it was a chondroma. The patient could 
walk before dismissal from the hospital. 

She complained of numbness, weakness, 
and unsteadiness, which could not be ex- 
plained on a basis of arthritis of the hip 
or spine. She had noticed for five years 
that she stumbled (due to increasing loss 
of sense of position of lower extremities). 
The correct diagnosis could have been 
strongly suspected by having a few simple 
tests done in the office. 


Problem No. 2 (Medical )* 


Presented by J. Travis Bennett, M.D., 
El Paso, Texas 


A poy of 5 years complained of attacks 
of sudden stiffness of the body, lasting 
for two or three seconds, accompanied by a 
sharp, frightened cry and followed by ab- 
dominal pain. The attacks occur on arising 
or immediately after breakfast. There had 
been no loss of consciousness nor symptoms 
suggestive of convulsions. Worm treatment 
had given no benefit. He had had fre- 
quent attacks of tonsillitis and occasional 
gastro-intestinal upsets associated with 
vomiting, abdominal pain, and foul loose 
stools, and had done better on a fat-free 
diet. The attacks of stiffness had appeared 
infrequently for the past 18 months. 

The patient was a slender, active, well- 
nourished boy (weight 38% pounds; height 
41% inches), alert to his surroundings. 
There was moderate enlargement of the 
cervical lymph nodes; the tonsils were mod- 
erate in size; the heart, lungs, and abdomen 
were normal, on careful examination; there 
were no pathologic findings in the urine 
or stools. 

Requirements: Suggest a tentative diag- 
nosis and treatment, giving reasons. What 
further studies would you require to make 
a definite diagnosis? 


“Adapted from Southwestern Medicine. 
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PROSPERITY AND THE UPLIFTERS 
Venders of social and economic salvation fare best when the tide of 
human suffering is high. And perhaps no nightmare is more hair-raising 
to the professional uplifter than the vision of an America in which every 
competent citizen can lift himself.—America’s Future, Jan., 1939. 





CEnionl Votes ae Abilis 


Symposium on the Common Cold 


HE consumption of glucose (dextrose) 

should be encouraged. The average child 
is fond of “lollypops” and will partake of 
sugar in this form without much persuasion. 
It is useful as a food and, being high in 
caloric value, it tends to prevent the acid- 
otic state and encourages thirst. (Dextrose 
may be given in the form of plain stick 
candy. The highly refined candies contain 
sucrose, which tends to be nauseating and 
is harder to digest, when a child is sick. 
—EDp.) 

I prescribe acetylsalicylic acid, in doses 
of from % to 3 grains (32 to 200 mg.) 
every three of four hours. Atropine sul- 
phate is given in small doses (1/600 to 
1/2000 of a grain), as tablet triturates, 
three or four times daily. The mother 
should be informed that her child may be- 
come excited, may run a fever, or that its 
skin may become hot. 

BR 

Acidi Acetylsalicylici 

Sodii Citratis 

Syrupi Aurantii 

Aq. Menthae Pip 

Sig: One (1) teaspoonful with water, 

every 2 hours. (Shake well!) 

This prescription insures alkalinization, 
and is acceptable to any infant or child. 

Local remedies for the treatment of colds 
should be used sparingly. The increased 
incidence of mastoiditis can be attributed 
directly to intranasal medication of the 
shrinking type. Oils should not be employed 
as vehicles, because they inhibit the ciliary 
action of the nasal mucosa, and thus en- 
courage stagnation. Ephedrine produces 
an excitation complex in many children 
and interferes with normal sleep. Neosyn- 
ephrin does not have this fault. Silver prep- 
arations may result in argyria. 

Gentle suction tends to remove the secre- 
tions, and is good therapy. As cold and 
dry air slow up ciliary action, the inhalation 
of steam is recommended. 

H. H. PERLMAN, M.D. 

Philadelphia. 


*Penn. M. J., Sept., 1938. 


Forcible blowing of the nose should be dis- 
couraged as it may drive infectious mate- 
rial from the nose into the eustachian tubes 
or sinuses. Nasal obstruction may be re- 
lieved by the use of a nasal spray of 1-per- 
cent ephedrine in physiologic saline solution, 
without menthol, camphor, or eucalyptol. 
The application of hot, moist com- 
presses to the forehead and face, for 15 
minutes two or three times daily, is helpful 
in promoting drainage and resolution. The 
daily application of ultraviolet and infrared 
rays is advised. Regular hours, plenty of 
rest, and a diet high in vitamin A, are by 
no means of minor importance. 

N. S. WEINBERGER, M.D. 

Sayre, Pennsylvania. 


Cough-syrup poisoning: I have seen 
codeine poisoning in several patients, in 
whom the cyanosis was thought to be due 
to a spread of infection to the lungs. The 
signs were: (1) Pin-point pupils; (2) slow 
respiration; and (3) absence of pulmonary 
consolidation. All patients improved with- 
in 24 hours after withdrawal of the drug. 
All these patients had been taking standard 
cough mixtures. 

The nasal circulation and vasomotor tone 
of individuals who contract numerous colds 
may be improved by general massage, hot 
baths at night, stand-up calisthenics on 
arising, and a cold-towel rub before dress- 
ing. These measures must be employed 
daily, over along period of time, before im- 
provement may be expected. A low-carbo- 
hydrate diet should be advocated. 

F. T. O’DONNELL, M.D. 

Wilkes-Barre, Pennsylvania. 


If you will look at a child with an acute 
cold, you will notice that his upper lip 
is excoriated. That means that his nasal 
secretions are acid. Half a dram (2 Gm.) of 
sodium bicarbonate and half a dram (2 
Gm.) of sodium chloride, in 8 ounces of 
warm water, should be dropped into the 
nares. The tissues will be seen to retract, 
and will remain that way for some time. 

HARRY LOWENBURG, Sr., M.D. 

Philadelphia. 


88 














February, 1939 


Sodium Iodide Injections 


for Pain 


Tue STRIKING RESULTS obtained with intra- 
venous (for quick effects) or intramuscular 
injections of sodium iodide, in the form of 
Naiodine, show that it is a valuable remedy 
in alleviating sciatic and similar neuralgic 
pains, as well as the pain of herpes zoster. 

The usual dose of this preparation is 
10 or 20 cc., containing 1 or 2 Gm. of sodium 
iodide (a 10-percent solution), by either 
route, on alternate days, for several doses 
or until relief is obtained. This solution 
is nontoxic and generally produces prompt 
relief, even in severe cases.—R. A. WAR- 
BURTON, B.S., M.D., in M. Rec., Sept. 7, 1938. 





[Sodium iodide (10-percent solution) has 
been used in a wide variety of conditions, 
frequently in considerably larger doses 
than those mentioned here (even up to 100 
ec.), for ten years or more. Von Economo 
used and recommended it in epidemic en- 
cephalitis as early as 1929. Silberstein, 
in M. J. & Rec., July 6, 1938, recommends 
it, not only in sciatica and arthritis, but also 
in gonorrheal epididymitis and idiopathic 
migraine.—ED.]} 


2 


Psychiatry for General 
Practitioners* 


One OUT OF EVERY 22 persons will be an in- 
mate of a mental institution during his life- 
time. The general practitioner can do much 
to prevent the increase of mental disease, 
as he sees the patients first and can recog- 
nize minor abnormalities. His outlook is 
much more encouraging now, because of 
the many advances that have been made in 
the treatment of mental diseases—malaria 
and fever treatment of general paresis; in- 
sulin and metrazol shock treatment of de- 
mentia precox; prophylaxis of mental dis- 
eases; psychotherapy; ketogenic diet and 
fluid limitation treatment of epilepsy; en- 
docrine therapy; social training of the 
feeble minded; et cetera. 

Early treatment is excessively important. 
More patients with dementia precox can be 
cured during the first six months than dur- 
ing any subsequent time. Paretics offer a 
60-percent chance of cure during the first 
year; 20 percent during the next year; and 
only 9 percent after the third year. 

In the young child, the physician often 
observes enuresis, prolonged finger sucking, 
temper tantrums, night or day terrors, sex- 
ual precocity, a tendency to an undue amount 


*Med. Ann. Dist. Col., Aug., 1938, 
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of phantasy life, and other symptoms which 
demand attention. 

Delayed walking, talking, or teething; 
slowness in learning simple adjustments; 
undue attachment to one parent or fear of 
the other, may require the services of a 
child psychologist or an endocrinologist, 
that serious trouble, such as dementia pre- 
cox, may be averted. 

The physician should be on the alert for 
these early symptoms of dementia precox: 
The boy shows a change in personality he 
becomes seclusive, spends long periods in 
his room, is moody, dislikes eating with his 
family, occasionally makes strange or ir- 
relevant remarks, is seen smiling to him- 
self, et cetera. All these may have been 
observed by the family, who attribute them 
to the “awkward age” of life and think that 
he will outgrow them. They should be sig- 
nificant to the physician however, and call 
for an examination by a psychologist or 
psychiatrist. 

A young girl of 17 or 18 years will have 
trouble with her lessons, become very quiet, 
and finally give up school for several 
months with what is called a “nervous 
breakdown.” During this time, she will sit 
about listlessly, interested in nothing and 
in a mood of mild melancholy. Later, her 
spirits will return and she will return to 
school. Some years afterwards, attacks 
of unmistakable manic episodes may begin 
(manic-depressive psychosis). In each case, 
the first attack usually follows conflict or 
disappointment (love affair, religious or- 
der, et cetera). 

The patient in middle life (30 to 50 years 
of age) should be suspected of general 
paresis, first. If there is a tremor of the 
tongue, disturbed knee jerk, Argyll-Rob- 
ertson pupil, or speech defect, general 
paresis may well be suspected and a spinal 
puncture performed. 

Irresponsible behavior, change of person- 
ality, lapse from moral standards or usual 
decorum, all should arouse our suspicion. 
A certain percentage of early paretics may 
be easily diagnosed as “neurasthenic,” and 
go from doctor to doctor, complaining of 
being tired, having headaches, vague pains 
here and there, et cetera. Occasionally a 
positive blood Wassermann test is found in 
a patient who does not present any clinical 
symptoms. In such cases, treatment is most 
effective and the outlook better, as the or- 
ganism has not been injured seriously. 

A patient may wish a complete physical 
examination, as he may believe that his 
health has been affected in various ways 
by enemies, or he may bring in samples of 
his food or excreta for analysis, as he may 
fear poisoning. Such paranoid patients must 
see a psychiatrist. 
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The general practitioner’s problem is of- 
ten a delicate one in the treatment of the 
depressions, particularly of the manic-de- 
pressive variety, and involutional melan- 
cholia. The family frequently prefers to 
keep the patient in the home, because such 
a patient is easily cared for there. They 
should be impressed with the ever-present 
danger of suicide. 

In the senile and arteriosclerotic period, 
the danger is that the elderly man will fail 
more rapidly than his family or friends 
realize and do some irrevocable thing. From 
time to time, I have been called to see a 
respectable citizen in his sixties or seventies, 
accused of some sexual offense, such as ex- 
posure or molesting a little girl, and have 
found him definitely senile or arterio- 
sclerotic, with marked memory and intelli- 
gence defects and occasional periods of con- 
fusion. He may deed away valuable property, 
or make a will contrary to the moral equities. 

The physician with such a patient should 
take occasion, from time to time, to check 
the accuracy of his memory, the soundness 
of his judgment, his daily habits, et cetera, 
and with the appearance of beginning senil- 
ity, warn the family that supervision must 
be exercised. I have been consulted in so 
many cases of contested wills, made by elder- 
ly persons, that I do not believe if I were 
in general practice, that I should partici- 
pate in the drawing up of a will of any per- 
son without a mental examination. 


JOHN E. Linp, M.D. 
Washington, D. C. 


A 


Prontosil Incompatible with 


Methylene Blue 


In tHe OCTOBER, 1938, issue of CLINICAL 
MEDICINE AND SURGERY (p. 498), an ab- 
stract of an article appeared regarding the 


use of methylene blue in sulfanilamide 
poisoning. 

That an injection of methylene blue 
erases one of the toxic effects of Prontylin, 
may, or may not, be true. Some authorities 
contend that this blue dye will aggravate 
a methemoglobinemia following larger doses 
of Prontylin. Methylene blue is certainly 
contra-indicated with Prontosil, an allied 
sulfanilamide compound, as I pointed out 
in the Medical Record of May 18, 1938. 
When these two are in solution, an insolu- 
ble salt of methylene blue base, with pron- 
tosil acid, is formed. The reaction is so 
pronounced that it is now being used for 
the quantitative determination of Prontosil 
in body fluids. 

Though the use of magnesium sulphate 
has been cautioned against with these new 
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sulphur-containing compounds, certain other 
sulphur compounds (of codeine, morphine, 
quinine, etc.) do not appear to be contra- 
indicated. The reason for this is not clear. 
The average physician knows very little, 
at this time, of the chemistry, the action, 
and the incompatibilities of sulfanilamide 
and similar compounds. Until these are 
better known, these compounds had better 
be used alone. 
R. DE R. BARONDES, M.D. 
San Francisco, Calif. 


A 


Supravaginal Hysterectomy” 


INCE HYSTERECTOMY IS USUALLY an elec- 
tive operation, there is an opportunity for 
thorough preoperative study and prepara- 
tion of the patient. Anemia should be treated 
by a transfusion, if the patient’s red blood 
cell count is 3,000,000 or less or if the he- 
moglobin is 65 percent or less. A weakened 
myocardium may be treated by rest in bed 
and digitalization, if there is marked length- 
ening of the conduction time. Hospitaliza- 
tion, with insistence upon physical and 
mental quiet for several days will usually 
reduce high blood pressure. Intestinal 
stasis may be corrected by a suitable diet, 
mineral oil, bacillus acidophilus cultures, and 
a few colonic irrigations. The patient 
should be referred to her dentist for dental 
hygienic treatment, to prevent postoperative 
parotitis. 

Preoperative care of the cervix is very 
important. I do not routinely remove the 
cervix, because of the frequent occurrence 
of dyspareunia after total hysterectomy. 
Lacerated, infected cervices may be treated 
by conization or cauterization. All infection 
and leukorrhea (cervical) must be eradi- 
cated before surgery is safe. A cervix which 
has been widely or irregularly lacerated, 
with deep infiltration of the cicatrix, large 
nabothian cysts, and ectropion, should be 
removed with the uterus. 

W. T. DANNREUTHER, M.D. 

New York City. 


A 


Treatment of Traumatic 


Unconsciousness 


Every patient who has been rendered un- 
conscious by a head injury should be kept 
in bed for 3 weeks. Simple concussion can- 
not be diagnosed until weeks or months 
after the injury, when time has shown that 
no sequelae are present. Many patients 
classified as post-traumatic neurotics are 
suffering from chronic subdural hematoma. 


*Am. J. Surg., Sept., 1938. 
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A lumbar puncture should be made if 
the patient is drowsy or unconscious. If 
the cerebrospinal fluid pressure is elevated, 
reduce it by one-half. If the pressure re- 
mains elevated after two or three taps, 
suspect a subdural clot. If Jacksonian con- 
vulsions, motor or sensory aphasias, hemi- 
paresis, or Babinski’s sign appear, decom- 
pression is indicated, and must be bilateral, 
as it is often impossible to determine the 
affected side—J. H. Watts, M.D., in Am. 
J. Surg., Aug., 1938. 


A 


Sulfanilamide in Gonorrhea 


I Have comMPLETED a series of cases of gon- 
orrhea, in which I depended upon sulfanil- 
amide for a cure. It failed in every case, 
and I had to resort to Creophosmensalin; 
but my experience is worth mentioning, 
for it is certainly a boon to the married 
man who has been indiscreet and careless. 

I will describe only one case, as they were 
nearly all typical and the experience was 
practically identical in each of my cases. 

My method, in these acute cases, was to 
give the patient 60 grains (4 Gm.) of sul- 
fanilamide the first day; 40 grains (2.65 
Gm.) daily for the next three days; 30 
grains (2 Gm.) daily for three days; and 
then 20 grains (1.65 Gm.) daily for a period 
of three weeks. In every case the discharge 
stopped completely within five days or less; 
in one case, in twenty-four hours. The mar- 
ried men can thus continue coming secretly 
to the office without the knowledge of any- 
one. 

After the four-week period during which 
I depended upon the drug, I massaged the 
prostate and centrifugalized the urine. All 
of the specimens showed shreds, and in one 
or both of these specimens, in each case, I 
found the gonococcus, awaiting a cessation 
of the treatment, when it would, in all prob- 
ability, regain its virulence. 

I have never heard any well informed 
specialist in venereal diseases say that sul- 
fanilamide is a cure for gonorrhea, but 
there are some doctors who think it to be 
so, and for this reason I am writing this 
article. Many such specialists do not de- 
pend solely upon the drug, although many 
if not all of them give it; but there are 
many general practitioners who, for various 
reasons, do treat such cases in this way, 
and many of them honestly think that the 
complete cessation of discharge and the 
fact that they cannot milk the urethra and 
find gonococci, spells a cure. To these men 
let me say that they are not only doing their 
patients an injustice, but themselves as well, 
as such a patient probably will go to some- 
one else, who will tell him of the true con- 
dition, and thus the first doctor will get 
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a reputation for carelessness, which he can- 
not well afford. 

Here is a chance for physicians to do all 
they can toward correcting the increasing 
practice among drug clerks of selling sul- 
fanilamide over the counter and assuring 
the patients that, if they will take this medi- 
cine, they need no doctor. This practice 
should be stopped! It should be made un- 
lawful to dispense sulfanilamide to a cus- 
tomer without a physician’s prescription; 
and if this drug is sold without such a pre- 
scription, the case should be reported to 
the authorities as a venereal case that is 
not under the care of a doctor or of a 
recognized clinic. 

Our state has a law which requires that 
every venereal case be reported by number. 
Should any patient fail to report to the 
doctor subsequently, as he should, his name 
and address are given to the health author- 
ities, who must then see that he takes treat- 
ment. Should the patient become dissatis- 
fied with his doctor, he, of course, has the 
right to go to another, but it is the duty 
and law that the second doctor must ad- 
vise the first one that this patient has come 
to him for treatment, which will close the 
files of Doctor Number One. Should this 
same law be made to apply to the drug 
clerk, requiring him to report customers 
asking for remedies for venereal diseases, 
the sufferer will receive better treatment 
and the venereal situation will more easily 
be cleared up. 

Cuas. P. COPELAND, M.D. 

Atlanta, Ga. 





[It would appear that the doses of sul- 
fanilamide given by Dr. Copeland during 
the first week of his treatment, may have 
been inadequate. Most writers recommend 
that 60 grains (4 Gm.) of the drug be given 
daily, in divided doses, for 4 or 5 days, in- 
stead of one day, and that the concentra- 
tion of the drug in the blood be checked 
frequently, in order to determine the ade- 
quacy of the doses. This Dr. Copeland 
seems not to have done. Only when we 
have learned and mastered the specific de- 
tails of the administration of this remark- 


able drug, can we hope to realize its full 
possibilities.—Eb.] 


A 


Treatment of Empyema 


Purutent pievritis (empyema) is the 
commonest complication of lobar pneu- 
monia. When a pneumonia patient does 
not improve, especially after injection of 
pneumonia serum, a complication such as 
empyema must be suspected. Diagnostic 
aspiration should be carried out. If no 


pneumococci are found in the pus, it will 
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in most cases be resorbed spontaneously. 
Further aspiration may be necessary for 
large collections. 

If pneumococci are present, the fluid will 
soon become purulent and fibrinous, and 
tend to become walled off in pockets. It 
is generally advisable to aspirate pus as 
long as it is thin enough to flow through 
the needle. In the average case, repeated 
aspiration usually suffices until the worst 
symptoms of toxemia and pneumonia are 
over. When the pus becomes too thick, sur- 
gical drainage is essential, since spontane- 
ous recovery seldom takes place unless rup- 
ture occurs into a bronchus or through the 
chest wall. 

Empyema due _ to hemolytic streptococci 
or staphylococci may be treated by aspira- 
tion alone, since the pus has less tendency to 
become thick. If operation is indicated, 
“closed drainage” should be used. 

If an empyema is prolonged, blood trans- 
fusions should be given, and a high caloric 
diet furnished; fresh air, a cheerful envir- 
onment, and sunshine are conducive to 
rapid convalescence.—H. A. REIMANN, M.D., 
in “The Pneumonias” (W. B. Saunders Co.). 


A 


State Medicine is poorhouse medicine. 
Tell your patients. 


A 


Diagnosis of Atypical Coronary 
Thrombosis* 


Tue PATIENT who has suffered a minor 
coronary thrombosis may begin to feel bet- 


ter in a few hours. Numerous fatalities 
have occurred when such individuals have 
been allowed to get up within a few days. 
The patient may be younger than forty- 
five years of age. The chief complaint may 
be of “indigestion,” yet on questioning, the 
patient will admit that it is unlike any in- 
digestion previously experienced and that 
he feels weak. If, in addition, his face 
appears ashy and anxious, he probably has 
suffered a coronary closure. 

The pain may not be of the typical per- 
sistent, excruciating type. It may be a 
regularly-recurring discomfort or mild pain, 
which leaves the patient fairly comfortable 
in the interim. The chief complaint may 
be of pain up the side of the neck or in 
the arms, or of heaviness in the arms. 

There are often no outstanding physical 
signs. Suggestive findings are: (1) Slight 
increase in the cardiac rate, or a very slow 
pulse (below fifty); (2) weak and distant 
heart tones, as if the first tone were being 
heard through a thick, fat chest wall. 


“Med. Rec., Oct. 5, 1938. 
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Many patients have a peculiar, light pur- 
ple-red color of the skin, extending down as 
a triangle, with its base running from the 
middle of one clavicle to the other, down 
to a point about the middle of the sternum. 
When pressed upon with a finger, the area 
beneath becomes blanched and then very 
slowly returns to purple-red. 

The most important prognostic point is 
the evaluation of the severity of the patient’s 
pain and the ease with which it can be 
controlled. When a patient is seen in a 
first attack and becomes comfortable within 
an hour or two after the administration of 
% grain (32 mg.) of morphine sulphate, 
and if the pain does not return within the 
day, the chances for recovery from the 
immediate attack are excellent. 

There are some patients who may receive 
1% to 2 grains (96 to 128 mg.) of morphine 
sulphate, without relief after a period of 
from nine to eighteen hours has passed. 
They continue to have periodic (“labor’’) 
pains of the heart. Then, hours after these 
have gone, they continue to have extremely 
deep substernal pain. The morphine has 
been as ineffectual as so much distilled 
water. The immediate outlook for these 
patients is very grave. 


PETER STEINCROHN, M.D. 
Hartford, Connecticut. 


[Now that barbital preparations are so 
easily administered by the intravenous or 
oral route, it would seem humane to give 
severe coronary thrombosis patients the def- 
inite relief and rest that follows the injec- 
tion of one of them. On several occasions, 
we believe that the use of 3% grains 
(225 mg.) of Nembutal (Abbott), intra- 
venously, has saved the patient’s life. At 
any rate, pain is definitely alleviated.—Eb.] 


A 


Enterostomy in Peritonitis 


A prenpIcITIS DOES NOT KILL; peritonitis 
following perforated appendicitis does not 
kill; the distension and ileus of peritonitis 
do kill. Distension and ileus are easier to 
prevent than to cure. Enterostomy or ce- 
costomy decompresses the intestinal tract 
and tends to prevent ileus. Hadley’s work 
indicates that an ileostomy is of greater 
value than a cecostomy. Either procedure 
decreases the mortality of perforated ap- 
pendicitis by one-half.—F. G. CONNELL, 
M.D., in Am. J. Surg., Aug., 1938. 


Cecostomy can readily be performed by 
introducing a rubber catheter, size 24 F., 
into the cecum through the stump of the 
appendix and suturing it in place with lin- 
en or silk. If peritonitis has already begun, 
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an ileostomy may be carried out through 
a left-rectus incision, with the Witzel tech- 
nic. Or, if the patient’s condition is poor, 
the catheter may be fenestrated for a dis- 
tance of several inches from the tip, intro- 
duced through the base of the appendiceal 
stump into the cecum, and then guided into 
the ileum, thus serving as a vent for both 
the cecum and the ileum.—Ep.] 


A 


Foreign Bodies in the Throat* 


HE BLIND INSERTION of the finger, whether 
by doctor or layman, into the throat for 
the purpose of removing a foreign body is 
often a disastrous procedure. It is rare that 
the finger can hook around a foreign body, 
and the only thing that should be used for 
the removal of a foreign body in the throat 
is a pair of forceps, under inspection. 

Do not hold a child upside down if a for- 
eign body is lodged in the respiratory pass- 
ages; fatalities have resulted from the 
foreign body becoming stuck in the trachea. 
Never diagnose “nervous” conditions in the 
esophagus without endoscopic examination, 
if symptoms persist. Never leave thermo- 
meters in the mouths of unattended children 
or mental incompetents. 

Always repeat roentgenologic examina- 
tions if a known foreign body cannot be 
found; always be on guard for non-opaque 
foreign bodies in the chest; always examine 
the bronchi or esophagus early if malignant 
disease or a foreign body is suspected. Bron- 
choscopy and esophagoscopy are safe, quick- 
ly-performed procedures. 


V. J. ScHwWARTZ, M.D. 
Minneapolis, Minn. 


A 


Infectious Mononucleosis 
(Glandular Fever ) 


Mononucleosis may so resemble the com- 
mon cold or mild influenza that the physi- 
cian finds it easy to overlook the diagnosis. 
The chief points of diagnostic importance 
are: (1) Enlargement of the cervical, ax- 
illary, and inguinal lymph nodes; (2) sore 
throat or infection of the upper respiratory 
tract (a membrane may appear which re- 
sembles that of diphtheria) ; (3) fever: (4) 
abdominal pain; and (5) increase of lym- 
phocytes and mononuclear cells. 

A transient eruption, resembling that of 
measles, may appear. Appendicitis may be 
suspected if the mesenteric lymph nodes be- 
come enlarged and tender. 

Recovery is uneventful, in true infectious 
mononucleosis. The chief reason for mak- 


*Minn. Med., Sept., 1938. 
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ing an accurate diagnosis is to rule out 
severe surgical or medical conditions. 
Lymphocytosis and the appearance of so- 
called abnormal lymphocytes are of chief 
diagnostic importance—L. L. BLum, M.D., 
in J. Ind. S.M.A., June, 1938. 


A 


Aminopyrine in Rheumatic 
Endocarditis* 


In A GIVEN case of rheumatic heart disease, 
it should be the duty of the clinician first 
to ascertain if there is an active rheumatic 
infection which is the basis of the endo- 
carditis. The criteria of active rheumatic 
infection are: (1) Fever; (2) a pulse rate 
of 100 or over, while resting in bed; (3) 
joint swelling; (4) leukocytosis; (5) weight 
loss; and (6) increased red-blood-cell sedi- 
mentation rate. 

In a series of such cases, we have given 
aminopyrine, m doses of 10 grains three 
times daily, to all patients, regardless of 
age, weight, or severity of the infection. 
There resulted prompt relief of all symp- 
toms, a sudden drop in temperature and 
leukocytosis, abatement of joint pain, low- 
ering of the pulse rate, and return of the 
sedimentation time to normal. Hospitaliza- 
tion time was definitely shortened. 

After the initial effect has been obtained, 
there should be a gradual reduction in the 
dose of aminopyrine of from 5 to 10 grains 
every forty-eight hours, provided there are 
no indications of a return of manifesta- 
tions. A maintenance dose usually averages 
from 10 to 15 grains per day. After all 
clinical and laboratory evidence of activity 
has disappeared, aminopyrine may be grad- 
ually discontinued, to be resumed at the 
first sign of reactivation. Repeated blood 
studies, especially of the leukocytes, must 
be carried out, to detect any evidence of 
agranulocytosis. 


B. R. HENINGER, M.D. 
GorpDOoN McHarpy, M.D. 
New Orleans, La. 


A 


Studies of Pain 


Pain IS OF INTEREST to every physician be- 
cause it is the most common complaint he is 


called on to diagnose and treat. Certain 
types of pain are diagnostic in themselves, 
such as burning pain in the calves after 
walking, as a result of arteriosclerotic ar- 
teries, and the constricting chest pain of 
angina pectoris. 

Less common pains are often difficult 
to interpret because the patient cannot de- 


*South. M. J., Oct., 1938. 
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scribe the type of pain in exact words and 
fails to localize it or analyze its association 
with causative factors (food, exertion, posi- 
tion). Sir Thomas Lewis* thinks that more 
careful study of patients’ pain will result 
in exact diagnoses which we are not able 
to make at present. 

As a result of careful experimental ob- 
servations on pain, he* has found that a 
certain tissue yields only one type of pain, 
no matter how stimulated. If the skin is 
pricked, burned, irritated with caustics or 
by pulling a hair, the subject cannot tell 
which type of stimulation is used, and de- 
scribes the sensation as “pricking.” If the 
stimulation is prolonged, the pain is always 
described as “burning,” whether heat has 
been used or not. Abrasions, burns, crush- 
es, freezing, ultra-violet burns, all result in 
a type of pain which is indistinguishable. 
This burning type of pain is “skin” pain 
and cannot be confused with muscle or ten- 
don pain. Muscle pain is diffuse, difficult 
to locate, disagreeable, and continuous. This 
pain may be produced by ischemia (placing 
a tourniquet around an extremity) or by 
injecting isotonic acid solution into the 
muscle through a fine needle. “Aching” is 
the most common description given of mus- 
cle pain sensation. 

“Dull” pain is derived from tendon, peri- 
osteum, and webs. This pain persists for 
some time. Lewis believes that we can 
identify a pain more exactly by determin- 
ing its origin, and attempting to reproduce 
the pain. 

R. L. G. 


oe 


Treatment of Postoperative 


Retention of Urine 


Postoperative 
troubled every surgeon, to say nothing of 


retention of urine has 
the discomfort to the patient. Many ways 
have been devised to relieve this condition, 
but none do so with absolute success. Cath- 
eterization has always been the last re- 
sort, attended with the evils known to all. 

I have tried many methods to relieve 
this condition, with varying results, until I 
devised the following method, which gave 
me the best results. I have used this method 
since 1928, with a sufficient number of cases 
to prove its efficacy. My results have been 
nearly 100 percent good, except in operations 
for hernias and hemorrhoids, where suc- 
cess dropped to 50 percent. There have been 
no complications. 

The method may be carried out in either 
of two ways: 

First: The bladder can be emptied by 


*Lewis, Sir Thomas: Studies of 
Brit. M. J., Feb. 12, 1938. 
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a catheter, before the patient is removed 
from the operating table and while under 
the anesthetic. Then, into the emptied blad- 
der, 2 ounces (60 cc.) freshly-prepared, 1- 
percent aqueous solution of Mercurochrome 
are injected. 

Second: The patient may be permitted 
to follow a normal course, without urinary 
intervention, until it becomes apparent 
that retention has set in. Then the bladder 
is emptied and, into the emptied bladder, 
2 ounces of the mercurochrome solution 
are injected. 

It has been observed that, in the aver- 
age case, results are seen within three 
hours after administration of the injection. 
The patient then voids, possibly every 
thirty minutes or one hour, for several 
times, during which he may complain of a 
slight burning pain in the bladder. Oc- 
casionally it becomes necessary to give a 
second injection, but I have never needed 
to use more than two injections on any one 
patient. 

AvuGuST HELMBOLD, M.D. 

Newport, Ky. 


A 


Progress in Pre- and Post- 


Operative Care* 


Prophylaxis against peritonitis: In opera- 
tions upon the stomach, the importance of 
having the viscus empty has been stressed. 
The night before the operation, an indwell- 
ing suction catheter is inserted through a 
nostril and left in the stomach, so that it 
will be empty at the time of operation. The 
patient is encouraged to sip dilute hydro- 
chloric acid through a glass tube (10 cc. of 
tenth-normal hydrochloric acid in 200 ce. 
of water), as cultures taken from the stom- 
ach have been found to be sterile for as 
long as 1% hours after taking the acid, 
thus helping to prevent peritonitis. 

At the time of operation, the opened 
bowel surfaces are swabbed with sodium 
ricinoleate 1-percent, and at the end of the 
operation, three or four ounces of this solu- 
tion are often left in the peritoneal cavity. 
Experimentally, I have found this solution 
to be a better germicide, and to prevent 
adhesions more often than ether, Amfetin, 
papain, et cetera. 

After most laparotomies, the patient is 
encouraged to move his arms and legs fre- 
quently and to turn from side to side, as 
a prophylactic measure against thrombo- 
phlebitis and hypostatic pneumonia. Also, 
as a preventative against pulmonary atelec- 
tasis, the patient is encouraged to cough 
while the nurse compresses the rib margins. 

To prevent postoperative parotitis, the 
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patient is encouraged to use a mouth wash, 
suck lemons, and chew gum. If parotitis 
develops, the use of hot packs to the in- 
volved region seems to be just as effective, 
in my experience, as radiation therapy or 
the oral administration of Lugol’s solution. 

We use suction siphonage by nasal cathe- 
ter in all cases of surgery of stomach or 
bowel, and in all cases where a collapsed 
gastro-intestinal tract facilitates the opera- 
tive procedure, as in splenectomy, pan- 
creatic operations, ventral hernioplasty, 
et cetera (Why not use it in all types of ab- 
dominal operations? Appendectomy may 
be complicated by intestinal dilatation. 
—ED.). 

After thoracoplasty and the application 
of a body cast in hyperextension, paralytic 
ileus may come on insidiously. If the blood 
pressure is normal but the pulse fast, the 
patient may be suffering from acute gastric 
dilatation. 

In the conservative treatment of ruptured 
appendicitis, suction applied to an indwell- 
ing duodenal catheter tends to keep the 
small bowel empty, thereby preventing 
paralytic ileus as well as more contamina- 
tion of the peritoneal cavity. In ulcer pa- 
tients, suction applied to an indwelling 
gastric tube lessens the pain by removing 
excess hydrochloric acid from the stomach. 

Suction has been applied to an indwell- 
ing duodenal catheter, inserted through the 
nostril, for as long as from 7 to 10 days 
continuously, and as long as 23 days inter- 
mittently. The patients suffer little dis- 
comfort except for sore throat, which can 
be relieved by gargles and 10-percent co- 
caine solution applied locally. A careful 
record of the fluid intake and output must 
be kept, to make sure that the patient does 
not become dehydrated. 


CHARLES Rea, M.D. 
Minneapolis, Minn. 


A 


Intracranial Lesions in the 
Newborn* 


Tue BABY WITH BRAIN DAMAGE is usually 
fussy, cries more than normally, and refuses 
feedings or does not retain them; one pupil 
(on the side of the lesion) may be larger 
than its fellow; and one or more of the ex- 
tremities may show a flail-like quality. Loss 
of spontaneous movements of the arms and 
legs is of great importance, indicating weak- 
ness or paralysis. Twitchings or convulsions, 
of course, are diagnostic. These symptoms 
may arise from subarachnoid hemorrhage 
and from simple edema of the brain tissue. 

Lumbar puncture is diagnostic and should 


*Penn. M. J., Sept., 1938. 


Hyperthyroidism 








95 






be carried out, unless the indications for 
trephining (and removal of a clot) are 
present. A short, 20-gage needle is used in 
the midline between the fourth and fifth 
lumbar vertebrae. An assistant should con- 
trol the movements of the baby’s hips by 
holding the infant in his arms. Drainage of 
all fluid obtainable should be done, and the 
procedure repeated daily until xanthochrom- 
ic fluid is obtained. During this period, and 
for from 3 to 6 weeks following a subarach- 
noid hemorrhage, feeding should be limited 
to from 12 to 16 ounces in 24 hours (in- 
creased if hot weather or fever is present). 
Cereal and barley water may be fed, through 
a catheter if necessary. 

“Stiffening” or attacks of decerebrate rig- 
idity may occur; respiratory difficulty may 
appear, and necessitate trephining and re- 
moval of the clot, if there is free subdural 
bleeding in the region of the tentorium, 
from the occipital veins or lateral sinuses. 


TEMPLE Fay, M.D. 
Philadelphia, Pa. 


o 


Use our reader service department 
“Send for This Literature.” 
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Diagnosis of Hyperthyroidism* 
One or THE MOST HELPFUL findings in mak- 
ing a diagnosis of hyperthyroidism is tachy- 
cardia. In doubtful cases, the pulse rate 
should be studied while the patient is in bed 
and resting over a period of several days. A 
persistently fast pulse rate (one that is 
high during sleep) strongly favors the diag- 
nosis of hyperthyroidism, while a labile rate 
(one that drops to normal after a few hours 
of rest in bed, and fluctuates with slight 
exertion) is equally as suggestive that 
hyperthyroidism does not exist. 

The blood pressure determinations in hy- 
perthyroidism show a high pulse pressure 
with a lowered diastolic pressure. 

The eye signs of thyroid disease are ob- 
vious and strengthen the diagnosis, but 
their absence does not preclude the possible 
presence of hyperthyroidism. The same 
statement holds in regard to a bruit over 
the gland or a thrill over the superior thy- 
roid arteries. 

In rare cases, where the diagnosis is un- 
certain, the use of a small dose of iodine, 
either as a compound solution of iodine 
(Lugol’s) or as sodium iodide, may be 
justified as a therapeutic test. 

G. E. BerLBy, M.D., and 
J. C. McCuintock, M.D. 
Albany, N.Y. 


°N. Y. S. J. M., May 15, 1938. 
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‘“‘Pneumonia” and Bronchiectasis 
® Many patients state that they have had 
pneumonia from two to four times. With 
such a history, bronchiectasis should be 
suspected and a careful examination per- 
formed, followed by injection of iodized oil 
into the trachea and a clear roentgenogram 
of the lungs. 

A bronchiectasis patient, in one of his 
acute episodes of lower respiratory tract 
infection, may give a clinical picture closely 
resembling that of bronchopneumonia. The 
patient appears acutely ill, is dyspneic, 
perhaps cyanotic, and has a high tempera- 
ture and a rapid pulse. The presence of 
purulent sputum from the onset, clubbed 
fingers, and a history of repeated attacks 
are of importance.—JOHN CHAPMAN, M.D., 
in Southw. Med., Dec., 1938. 


Left Lower Quadrant Tender- 


ness in Appendicitis 
® The most common form of atypical appen- 
dicitis is the so-called pelvic variety, in 
which case the appendix lies over the brim 
of the pelvis, or deep in the pelvis. In such 
cases, the primary pain does not differ from 
that of the typical case, but when localiza- 
tion occurs, it is more often in the left 
side of the abdomen than in the right side. 
In these cases, there may be other atypical 
symptoms: frequency of urination with 
hematuria or pyuria, if the appendix is in 
contact with the bladder; diarrhea, if it is 
in contact with rectum or sigmoid. 
Abdominal examination is insufficient, as 
there is tenderness only on deep palpation 
and rigidity is very slight. Vaginal or rec- 
tal examinations must be perfomed to es- 
tablish the diagnosis.—N. M. Percy, M.D., 
in Rad. Rev. & M. V. M. J., May, 1938. 


Uterine Tenderness During 


Labor 

® Pain over the fundus of the uterus or 
in either flank, associated with marked 
sensitiveness of the uterus to palpation, 
should make one suspect a premature 
separation of the placenta. These two 
symptoms, occurring late in pregnancy, 
and associated with vaginal bleeding, a 
falling blood pressure and blood-cell count, 


* 


and evidence of internal bleeding, complete 
the picture. It will be noted that the uterus 
does not relax completely between con- 
tractions, but remains hard.—GEo. BASSETT, 
M.D., in Southw. Med., Dec., 1938. 


Hyperparathyroidism 

e A rather uncommon cause of pain is 
hyperparathyroidism. The symptoms may 
be thus summarized: The asthenic indiv- 
idual having a marked lack of muscle tone 
and low blood pressure, osteoporotic 
changes in his bones, and hypercalcemia 
with hypophosphatemia, pain and tender- 
ness Over one or more bones, and an in- 
crease in the amount of calcium and phos- 
phorus excreted, very probably has an 
adenoma or hyperplasia of one or more 
parathyroids. These criteria justify sur- 
gical exploration of the neck, regardless 
of whether a palpable mass or even a 
palpable fullness is noted in the region 
of the thyroid gland.—C. J. HANDRON, M.D., 
in N. Y. S. J. M., Dec. 15, 1938. 


Rectal Carcinoma 


® One hundred percent of cases of cancer 
of the rectum can be diagnosed; eighty per- 
cent can be felt with the finger on rectal 
examination; all can be seen with the proc- 
toscope or sigmoidoscope. Many of these 
cases have been treated for colitis, amebiasis 
or hemorrhoids, or subjected to colonic ir- 
rigations, without a digital or proctoscopic 
examination.—A. BowEN, M.D., in Am. J. 
Surg., Aug., 1938. 


Ectopic Pregnancy 


© In a series of 141 cases of ectopic preg- 
nancy, a correct diagnosis was made in but 
50 percent. The other 50 percent were 
diagnosed salpingitis, fibromyoma, and ap- 
pendicitis. 

Important symptoms and signs are: 
Fainting; nausea and vomiting; pain, usu- 
ally unilateral; amenorrhea; vaginal 
spotting or bleeding; and a pelvic mass. 

Confirmation of the diagnosis is afforded 
by posterior colpotomy. An incision in the 
posterior vaginal vault will reveal old blood. 
—RICHARD ToRPIN, M.D., in South. M. J., 
Mar., 1938. 
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Treatment of Asthma and Car- 
diac Failure with Aminophyllin 


@ Aminophyllin has a favorable action on 
bronchial obstruction, both in _ bronchial 
asthma and in cardiac failure. Relief of 
dyspnea, or restoration of regular rhythm 
in Cheyne-Stokes breathing, is related to 
the decline in venous pressure and spinal 
(intrathecal) pressure following intraven- 
ous administration—J. A. GREENE, M.D., 
W. D. Pau, M.D., and A. E. FELLER, M.D., 
in J.A.M.A., Nov. 20, 1937. 


Treatment of Vesico- 


vaginal Fistula 

@ The woman with a vesicovaginal fistula 
should purchase a small sea sponge, of such 
size that it will fit comfortably into the 
vagina when dry. As the sponge becomes 
wet, it expands and in this way effectively 
closes the fistula, to a large extent. The 
sponge can be removed two or three times 
daily and cleansed with hot water; it is then 
reinserted dry. (Two sponges, worn alter- 
nately, should work more satisfactorily. 
—Ep.) This method has worked well in a 
number of instances, and in some cases in 
which the fistula extended into the rectum. 
A vulvar pad, worn at the same time, is 
also helpful.—Med. World, Sept. 23, 1938. 


Prevention of Hemorrhagic 


Disease of the Newborn 

® Factors causing hemorrhagic disease 
are: Prolonged or severe labor; anesthesia 
and analgesia; and increased blood loss dur- 
ing the third stage. Maternal debility, ante- 
partum complications, and age appear to 
have an influence. It is well to give the baby 
an intramuscular injection of blood (20 cc.) 
from some donor other than the mother. 
Transfusion should not be administered un- 
less anemia is present, as it will cause an 
increase of intravascular tension, which may 
be high already.—Caru T. JAVERT, M.D., in 
Am. J. Ob. Gyn., Feb., 1938. 


~“ . . _“ 

Carcinoma in Sears 

® Carcinoma may develop in a scar, espec- 
ially if the sear is thick, dense, avascular, 
and poorly nourished. A persistent ulcera- 
tion is the first objective sign of developing 
malignancy. Pinch grafts or Thiersch skin 
grafts are ineffective in preventing cancer. 
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The only graft that should be used is the 
whole-thickness graft, not only from the 
standpoint of the prevention of malignant 
change, but also that normal skin may be 
simulated.—Max DANnzis, M.D., et al., in 
Am. J. Surg., Nov., 1938. 


Prepuce Graft in Imperforate 


Anus 

e After incising the perineal skin and dis- 
secting down to the blind end of the rectum 
by blunt dissection with a hemostat, the 
question arises of how to keep the new tract 
from contracting by scar tissue. In one 
case, the baby was circumcised, the prepuce 
stretched to make a rectangular length, 
which was wrapped around a rubber cathe- 
ter, raw side out, and the tube carefully in- 
serted in the tract. The prepuce was then 
sutured in place by fine catgut stitches. The 
tube was removed eight days later, and it was 
found that most of the tract was epithe- 
lialized.—T. C. Davison, M.D., in South. 
Surg., Feb., 1938. 


Colchicine in Gout 

® Colchicine is practically a specific for 
acute attacks of gout. It should be admin- 
istered in pill form, 1/120 grain (0.5 mg.) 
every one or two hours until nausea, vomit- 
ing, and diarrhea appear. It is then dis- 
continued, and freedom from pain and 
subsidence of swelling occur within from 24 
to 72 hours. Once the patient has estab- 
lished the amount necessary to produce 
these symptoms, he can reduce the total 
dose by 1 or 2 pills (for the next attack), 
and still accomplish the desired effect. Pare- 
goric or bismuth subnitrate may be re- 
quired to control the diarrhea. Chronic 
gout should be treated with a low-purine 
diet and a high fluid intake.—A. O. Lupwic, 
M.D., in Ann. Int. Med., Jan., 1938. 





When Not to Vaccinate 

® Do not vaccinate for smallpox, if any 
member of the family has eczema or other 
skin diseases. Two children died from vac- 
cinia implanted on eczema. It is suggested 
that a nonrestrictive but protective gauze 
dressing be applied during the acute stage 
of the vaccination sore. Intradermal vac- 
cination will soon be commercially pos- 
sible.-—G. W. Graves, M.D., and CORDELIA 


DowMaN, M.D., in N.Y.S.J.M., Nov. 1, 1937. 


THE DOCTOR'S STUDY 


ew Wook 


Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


If the reader is incapable of judging a book, the book judges 
him.—W. J. CAMERON. 


Clinical Laboratory Diagnosis 


GRADWOHL 


CLINICAL LABORATORY METHODS AND 
DIAGNOSIS A Textbook on Laboratory Pro 
cedures with Their Interpretation. By R. B : 
GrapwoH., M.D., Director of the Gradwohl Labora- 
tories and Gradwohl School of Laboratory Technique ; 
Formerly, Director of Laboratories, St. Louis County 
Hospital; Pathologist to the Christian Hospital; Di 
rector, Research Laboratory, St. Louis Metropolitan 
Police Department Commander, Medical Corps, 
Fleet, United States Naval Reserve. 492 Illustra 
tions, 44 Color Plates. Second Edition. St. Louis: 
The C. V. Mosby Company. 1938. Price, $12.50 


, 


HE general practitioner will find within 

the covers of this massive compendium 
(1600 pages), every important test used in 
the clinical laboratory, with its technic and 
significance. He will also find valuable 
aid in the suggestions on diagnosis. 

Many valuable tests that have been buried 
in the current literature are here made 
readily available. Hansel’s simple test of 
staining the nasal secretions for eosino- 
philes, which readily permits a differential 
diagnosis to be made between sinusitis and 
allergy of the nasal mucosa, is described 
in detail, the microscopic pictures furnished 
in full color, and their significance dis- 
cussed. Gregerson’s rapid test for occult 
blood in the stools will make this valuable 
examination more readily available for the 
practitioner, who does not have time to go 
through the older method of multiple ex- 
tractions with ether. 

Every conceivable topic has been covered, 
from criminal] identification to tropical 
medicine. For those whose microscopic 
technic has become a bit rusty or who are 
just beginning to acquire one, the first 
pages of the book will make good reading. 

Urine analysis, blood chemistry, hema- 
tology (including an atlas of colored blood 
plates), gastric analysis, examination of 
puncture fluids, sputum examination, special 
tests (including liver function, allergic 


tests, vaccine preparation, diagnosis of 
nutritional deficiencies, semen appraisal, 
rabies, and mycological diagnosis), feces, 
clinical applications of bacteriologic diag- 
nosis, serology, basal metabolism, post- 
mortem examination, tissue cutting and 
staining, preparation of museum specimens, 
toxicologic technic, determination of crime 
by laboratory methods, parasitology and 
tropical medicine, and minimum supplies 
and equipment needed for pathologic lab- 
oratories, comprise the general subjects 
discussed. 

Many valuable pointers are given on 
pitfalls in laboratory medicine. A _ full 
color plate of artefacts which may appear 
on stained blood smears will be prized by 
the occasional user of blood stains. It is 
pointed out, and illustrated, that a section 
of banana may resemble a segment of 
tapeworm. 

This book cannot be too highly recom- 
mended. 


A 


Cancer 
CUTLER AND BUSCHKE 


CANCER Its Diagnosis and 
Cutter, M.D., Associate in 
University Medical School; Chairman, Scientific 
Committee, Chicago Tumor Institute; Consultant, 
Tumor Clinic and Director, Cancer Research, 
United States Veterans 1dministration, Hines, 
Illinois and Franz Buscuxe, M.D., Assistant 
Roentgenologist, Chicago Tumor Institute late 
issistant, Koentgen Institute, University of Zurich 
Assisted by Simvon T. Canrrit, M.D., Director, 
Tumor Institute, Swedish Hospital, Seattle; Late 
Assistant, Chicago Tumor Institute. 757. Pages, 
246 Illustrations. Philadelphia and London: W. B 
Saunders Company. 1928. Price, $10.00. 


T IS a common boast of medical book 
publishers that their latest work is “of 
value to surgeon, internist, and general 
practitioner.” Usually such a claim can be 
disregarded, as it is a rare book that is of 


Treatment. By Max 
Surgery, Northwestern 
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interest to a large part of the medical pro- 
fession. 

Cutler’s readable text may be profitably 
read by every practitioner of medicine, as 
cancer is a problem which must be dealt 
with by all. The book begins as a radiologic 
text, then widens rapidly into a swift-flow- 
ing discussion of cancer as it affects each 
pat of the body. Clinical pointers are given 

y the hundreds on the diagnosis and treat- 
ment of various types of cancer. 

The author is not biased in favor of one 
method of treatment and freely recommends 
radiation, surgery, or electrosurgery, as his 


experience indicates and the literature sug- 
gests. 


A 


Diseases of the Ear, Nose and 


Throat 


LEDERER 
DISEASES OF THE EAR, NOSE AND THROAT. 
By Francis L. Leperer, B.Sc., M.D., F.A.C.S., 


Professor and Head of the eee of Laryn- 
gology, Rhinology and Otology, University of Illinois 
College of Medicine, Chicago; Chief of the Oto- 
laryngological Service, Research and Educational 
Hospital, Chicago. 500 Half-tone and Line Engrav- 
ings; 16 Full-Page Color Plates. Philadelphia: F. A. 
Davis Company. 1938. Price, $10.00. 


Ts is a revolutionary book, in style, 
in its commonsense, modern approach to 
otolaryngologic disease, and in its make-up. 

It is also a handsome book, containing 
hundreds of clinical photographs which 
really portray the “life’ appearance of 
the disease conditions photographed. 

It is moreover, a stimulating book, to 
our scientific senses and to our standards 
of practice. These almost lyrical sentences 
are not fullsome flattery. This beautifully 
bound and printed volume is the only ref- 
erence work that the medical student 
and practitioner will need, and the specialist 


will find himself using it more and more 
frequently. 


? 


Sex Technic 
TYRER 


SEX SATISFACTION AND HAPPY MARRIAGE. 
A practical handbook of Sexual Information to en- 
able couples to achieve normal happy marriage; in- 
tended for those married or about to be: also for 

their work by doctors, the clergy, social 
workers, lawyers, and others in the advisory profes- 
sions, who may find recommendation of this book 

a convenient and timesaving method of imparting ad- 

vice. By the Reverend Alfred Henry Tyrer, Cleray- 

man of the Protestant Episcopal (Anglican) Church, 

Foreword by Robert L. Dickinson, M.D. New York: 

Emerson Books, Incorporated. 1938. Price, $2.00. 


T= is another, and welcome, addition 
to that steadily growing literature of ero- 
tology. Welcome because, though brief, it 
is simple and frank, without ever for a mo- 
ment becoming in the least degree prurient; 
and while its size does not permit going 
into the elaborate and varied detail con- 
tained in some of the more extensive works, 
it is an adequate and thoroughly sound in- 
troduction to this beautiful and civilized 
art, for the millions of people who have not 
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yet taken up its study seriously. As a mat- 
ter of fact, most beginners will find an ele- 
mentary discussion like this (provided it is 
basically sound) more satisfactory than the 
more advanced ones; and for seventy-five 
percent of couples, this book, if properly 
studied and practiced, will suffice for at- 
taining a satisfying home life. 

Father Tyrer makes it perfectly clear 
that a knowledge of the modern technics of 
birth control is essential to the adequate 
practice of the arts of love, but now that 
reliable information along that line is read- 
ily available to most people who would prac- 
tice those arts, he saves space by omitting a 
discussion of contraceptive technics. 

This is a thoroughly worth-while little 
book for the physician, and especially for 
him to recommend to his married and about- 
to-be-married patients and friends who need 
such instruction. 


A 
Bacteriology 
GARDNER 
BACTERIOLOGY. For Medical Students and _ Practi 
tioners. By A. D. Garpner, D.M., F.R.C.S., Fel- 
low of University College, Oxford; Professor of 


Bacteriology, University of Oxford. Second Edition. 
London: Oxford University 
ford). 1938. Price, $2.25. 


HIS small volume presents, briefly and 

readably, as much of the vast subject 
of bacteriology as a medical student or 
practitioner needs to know. Details of tech- 
nic are not given, but rather the emphasis 
is on the wider biologic relationship be- 
tween man and microbe. 

Many physicians have wished for such 
a compact, interesting text, which dispells 
the impression that bacteriology is, a “dry,” 
as <a as a complicated and tedious study. 

The sketches of various bacteria resemble 
those actually seen under the microscope, 
rather than glorified illustrations signify- 
ing nothing. 

The general practitioner will do well to 
have this book on his shelves, as he will 
find necessary details of common bacteri- 
ologic examinations, as well as enough data 


to identify the organisms he most commonly 
meets. 


Press (Humphrey Mil 
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Human Pathology 


KARSNER 

HUMAN PATHOLOGY. A Textbook. By 
T. Karsner, M.D., Professor of Pathology 
Reserve University, Cleveland, 


Howarp 
Western 
Ohio. With an In 





troduction by Simon Frexner, M.D 8 Illustra 
tions in Color and 443 im Black and White. Fifth 
Edition, Revised. Philadelphia and London: J. B 
Lippincott Company. 1038. Price. $10.00 


HE dynamic approach to pathology is 
4 well illustrated by the new revised edi- 
tion of Karsner’s standard text. In con- 
trast with the morphologic study of fifteen 
years ago, today’s pathology endeavors to 
integrate all phases of physiology, and 
biochemistry with the pathologic and clin- 
ical aspects of disease. At the same time, 
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the author has not taken the easy way of 
explaining certain phenomena by using the 
doctrine of purpose. 

The illustrations are remarkably clear 
and show sharp contrast. One might ques- 
tion the advisability of including photo- 
graphs of syphilitic skin eruptions, rather 
than depicting localized pathologic changes, 
which are often not diagnosed properly. 
We have seen many photographs of the 
skin eruptions of syphilis, yet very rarely 
a picture of the “mucous patch,” which is 
much more important to keep in mind. 

Alterations have been widespread 
throughout the book. The significance of 
pulmonary silicosis; the recent study of 
fatty metamorphosis; the reclassification of 
amyloidosis; the newer views of edema, 
thrombosis, and pericardial adhesion, have 
been well presented. Revision has been made 
of the chapters on circulatory disturbances, 
the hematopoietic system, pulmonary dis- 
eases, and the central nervous system. 


A 


Perimetry 


PETER 


THE PRINCIPLES AND PRACTICE OF PERIM. 
ETRY. By Lutner C. Peter, A.M., M.D., Sc.D., 
LL.D., F.A.C.S., Professor of Ophthalmology in 
the Graduate School of the University of Pennsyl- 
vania, Philadelphia; Ophthalmologist to the Gradu- 
ate Hospital of the University of Pennsylvania; 
Consulting Ophthalmologist to the Rush Hospitai 
for Consumption and Allied Diseases and to the 
Friends’ Hospital for Nervous and Mental Diseases; 
Formerly Member and President of the American 
Board of Ophthalmology; Fellow and Past-President 
of the American Academy of Ophthalmology and 
Oto-Laryngology; Fellow _of the American Ophthal- 
mological Society, etc. Fourth Edition, Thoroughly 
Revised. Illustrated with 222 Engravings and 5 
Colored Plates. Philadelphia: Lea & Febiger. 1938. 
Price, $4.50. 

XACT perimetry supplements the suc- 
cessful use of the ophthalmoscope. It 
enables the ophthalmologist to meet the 
challenge of his associates and to contribute 
valuable information in the domains of in- 
ternal medicine, otolaryngology, neurology, 
and neurosurgery. 

In this thoroughly revised edition, the 
author offers a monograph that is not only 
helpful in the acquisition of better knowl- 
edge in this field of investigation, but also 
in a better appreciation of the value of 
perimetry in the practice of ophthalmology 
and allied branches of medicine. In addition 
to many valuable tables of differentiation, 
new fields have been added to clarify the 
text and to aid in illustrating the points 
of difference. 


ed 


Embryology for Laymen 


GILBERT 


BIOGRAPHY OF THE UNBORN. By 
SuHea Girsert. Baltimore: 
kins Company. 1928. 


MARGARET 
The Williams and Wil 
Price, $1.75 


Tt is a beautifully bound and printed 
_4 little book, which presents the fascinat- 
ing tale of the development of man in terms 
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intelligible to the laity. It is related in the 
chronologic pattern of the nine calendar 
months which comprise the normal period of 
human development before birth. 

It is good for the physician, now and 
again, to read of medical subjects as seen 
through the eyes of the average person. He 
recaptures the illusion of mystery and 
drama, which too-long contact with disease 
has dispelled, and feels again the thrill of 
vital forces. “Life begins for each of us 
at an unfelt, unknown, and unhonored in- 
stant, when a minute, wriggling sperm 
plunges headlong into a mature ovum or 
egg. The quiet ovum, as if electrified by 
the entrance of this strange creature, re- 
acts with violent agitation, a spurt of ac- 
tivity, and a release of all the man-forming 
potencies that are inherent in the human 
egg-cell.” 

The chapter heads indicate with what life 
the author has endowed a subject that is 
rendered completely uninteresting by the 
average teacher of embryology: Genesis; 
Out of the Unknown; The Face of Man; 
The Emergence of Sex; The Quickening; 
Hair, Nails and Skin; Eyes That Open on 
Darkness; The Dominant Brain; Beauty 
That Is Skin Deep; Exodus and Twins. The 
nine chief titles concern the different im- 
portant phases of development by months 
of pregnancy. 

You may well recommend this book to 
your patients. 


A 


Birth Control Methods 


HIMES 


PRACTICAL BIRTH CONTROL 
Norman E. Himes, Ph.D., with the Medical Collab- 
oration of ABRAHAM STONE, M.D.; Introduction by 
R. L. Dickinson, M.D., and Foreword by Have- 
Lock Etxiis. New York: Modern Age Books. 1938. 
Price, Paper binding, 95 cents. 


METHODS. By 


7 conscientious physician will breathe 
a sigh of relief now that there is avail- 
able such a complete, scientific handbook 
for the guidance of the laity. Himes, well 
known for his “Medical History of Contra- 
ception,” writes well and interestingly of 
the various methods of contraception, their 
relative values and technics. It will interest 
many physicians to know that a tested con- 
dom is as efficient a method as any available 
today, often equaling in success the com- 
plicated, expensive pessary-jelly system. 

The male and female sex anatomy is 
illustrated by clear diagrams, taken from 
Dickinson’s book. It is to be regretted that 
several more illustrations were not used, 
notably the remarkable diagram outlining 
the actual performance of the sex act, which 
is self explanatory. 


These topics are discussed: Sex anatomy 
and physiology; types and use of contra- 
ceptives; sterility and sterilization; fem- 
inine hygiene and its dangers; problems of 
abortion; birth control clinics; bibliography. 
Cautions are given against the use of strong 
drugs, such as Lysol, for douches. The 
dangers of abortion are discussed in plain, 
common-sense language. 
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This book is so worth while that the physi- 
cian might well arrange to supply them to 
his patients, and the price (ninety-five 
cents) is less than the cost of many com- 


mercially advertised remedies of dubious 
merits. 


A 


Selective Population Control 


SELLERS 


THE DECLINE OF WITS. A Biological Problem 
and a Preliminary pone. By Cuartes W. SEL- 
LERS, M.D. Privately Printed. 1938. Price, $0.50. 


TS thesis of this small but thought- 
stimulating brochure of 76 pages is that 
nations decline and fall because the birth 
rate of the less intelligent and able section 
of the population overbalances that of the 
more robust and well endowed. The author 
foresees such a condition developing in 
this country and offers a program of six 
important points to prevent such an out- 
come. His remedies are: (1)A broad cam- 
paign of popular education as to the prin- 
ciples of heredity and eugenics; (2) strict 
limitation of immigration; (3) the rapid 
extension of birth control education to peo- 
ple in the lower classes; (4) voluntary 
sterilization of the unfit; (5) institution- 
alization of subnormals, as required; (6) 
voluntary euthanasia. While not especially 
new, the author arranges and presents his 
arguments well, so that the little booklet is 
worth reading. 


é 


Surgery of Oral and Facial 


Diseases 


BROWN 


THE SURGERY OF ORAL AND FACIAL DIS.- 
EASES AND MALFORMATIONS. Their Diagno- 
sis and Treatment, Including Plastic Surgical Re- 
construction. By Georce Van INGEN’ Brown, 

S., M.D., C.M., F.A.C.S., Emeritus Professor 
of Plastic Surgery, University of Wisconsin; Some- 
time Professor of Oral Surgery and Oral Pathology, 
State University of Iowa, and Special Lecturer on 
Oral Surgery, University of Illinois, Vanderbilt 
University, and Atlanta-Southern Dental College; 
Plastic Surgeon, Children’s, St. Mary’s, Columbia, 
and Milwaukee County Hospitals, Milwaukee, Wis- 
consin, etc. Fourth Edition, Revised. 778 Pages, 580 
Engravings Containing 1,019 Illustrations. 1938. 
Price, $10.00. 


HIS work offers a guide to the diagnosis 

and treatment of diseases and injuries 
of the mouth and face. Obsolete material 
and illustrations have been deleted and the 
whole text revised to date. 

It would seem that the text is made too 
bulky by the inclusion of much material on 
diseases of the oral cavity and face that do 
not require surgical treatment. Many case 
pictures are presented in the plastic sur- 
gery section, with the usual “before and 
after” photographs, but with little or no 
detail as to the exact technic that was used. 

In the effort to be comprehensive, it 
would seem that the material has not been 
thoroughly rechecked in the light of present- 
day knowledge. Angioneurotic edema is 
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briefly defined, without remark being made 
as to its allergic nature, diagnostic studies 
necessary, and treatment with epinephrin. 

The text is well illustrated with clinical 
photographs, operative sketches, and ana- 
tomic material. There are a few tantalizing 
sketches of “face-lifting” operative proce- 
dures, without any details whatsoever. 

Anesthesia, hemorrhage, and shock are 
considered in a superficial manner and 
without reference to many of the recent 
advances that have taken place in anes- 
thesia. 


R..L. G. 
A 


Heart Lesions Due to Non- 
Penetrating Injuries 


WARBURG 


SUBACUTE AND CHRONIC PERICARDIAL 
AND MYOCARDIAL LESIONS DUE TO NON- 
PENETRATING TRAUMATIC INJURIES. A 
Clinical Study. By Ertx Warsurc, M.D., Pro- 
fessor of Internal Medicine in the University of 


Copenhagen; Physician-in-chief, Rigshospitaler, Co- 
penhagen. With a Short Biography of OturF Borcu 
by Torsen Gert, M.D., Physician-in-chief, De 
Gamles By, Copenhagen. Copenhagen: Levin & 


Munksgaard. London: Humphrey Milford, Oxford 
University Press. 1938. Price, $6.00. 


T= monograph concerns itself with 
that rare clinical entity, the cardiac 
injury due to trauma which does not pen- 
etrate the thoracic wall. The author has 
done a herculean task in reviewing cases 
since the year 1676. Certain of these cases 
are given in such brief style that one may 
well doubt whether the sudden appear- 
ance of cardiac disease may be attributed 
to the injury alone. More recent cases are 
described in detail, with tracings and roent- 
genograms. 

Many authors, in standard works, have 
ignored this subject or dismissed it lightly, 
as impossible. These records would seem to 
be a worthy contribution, from the med- 
ical and medicolegal standpoint. 


A 


Surgical Technic 


PARTIPILO 


SURGICAL TECHNIQUE AND PRINCIPLES OF 
OPERATIVE SURGERY. By A. V. PartiPito, 
M.D., F.A.C.S., Associate Professor and Director of 
the Division of Operative Surgery and Surgical 
Anatomy, Loyola University School of Medicine, 
Chicago; Senior Attending Surgeon, St. Mary’s 
Hospital; Director, Chicago Post-Graduate School of 
Surgery; etc. Foreword by Atton Ocnusner, M.D., 
Professor and Director of the Department of Sur- 
ery, The Tulane University School of Medicine, 
New Orleans. Original Illustrations by F ; 
SHEparD, Third Edition. Chicago: Chicago Post 
Graduate School of Surgery. 1938. Price, $10.00. 


vss surgical work does not attempt 
to present technics of all standard 
operations, but rather outline, in text and 
pictures, those procedures which the au- 
thor and his collaborators have felt were 
best. Thus the volume may well be used 
by the student of surgical anatomy, the in- 
tern, and the general practitioner who 
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wishes to bring his knowledge up to date. 

In line with present-day emphasis on 
physiology in surgery, surgical technic 
is not presented as the sine qua non for 
the surgeon. It is to be regretted that 
so much of the volume is devoted to surgery 
of the stomach, for the average surgeon 
does not perform more than one or two 
stomach operations a year. 

The illustrations by Shepard are very 
clear and lifelike. 

The standard technic of appendectomy 
is indicated, in which the mesoappendix is 
ligated with one tie. It would seem safer 
to clamp and ligate the mesoappendix in 
two or three segments, so that slipping of 
one tie would not jeopardize the patient’s 
life. No mention is made, under chole- 
cystectomy, of the use of deep, lighted 
retractors, which render the operation 
safer because the surgeon can see to the 
bottom of the wound. The novel uses of 
Cameron surgilites to illuminate a hernia 
are well illustrated and are worthy of 
emulation. 

Sloan’s bilateral upper abdominal in- 
cision is well described and pictured. This 
procedure is easier to perform, especially 
in regard to closure, than the transverse 
incision and probably gives as good ex- 
posure. 

One wishes that illustrations were given 
of the steps in performing a transfusion, 
for the benefit of the novice. 


A 


Medical Reminiscence and 
Philosophy 
HERTZLER 


THE HORSE AND BUGGY DOCTOR. By ArtHur 
E. Herrzcer, M.D. New York: Harper & Brothers. 
1938. Price, $2.75. 

HIS is the third book by a physician, 

about real doctors and their real work, 
which has become a “best seller” in the 
past decade or so, and Dr. Hertzler has 
done the trick without any of the exotic 
and romantic stage settings which were 
decidedly helpful to Dr. Munthe and Dr. 

Heiser. Here is the fascinating story 

of an American country doctor in the Mid- 

lands, told with a simplicity, raciness, and 

deep and true humor which is captivating 
all Am of people. 

Here is no autobiography, in the ordi- 
nary sense of the term, but a rather loosely 
connected series of reminiscences, anec- 
dotes, and professional and philosophic 
comments upon them, which should help 
laymen to understand medicine and med- 
ical men better, and give most physicians 
a greater feeling of pride and satisfaction 
in their own work. 

Most of the actual stories from the real 
horse-and-buggy period could have hap- 
pened (and many no doubt did happen) 
to any man who has been in general prac- 
tice for thirty years or more, but no one 
has yet told these stories in Dr. Hertzler’s 
inimitable style, which gives them a pe- 
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culiar zest for the older physicians and 
makes them genuinely worthwhile for the 
younger ones, not only as an absorbing 
“good story,” but also for the bits of val- 
uable but almost forgotten professional 
advice scattered here and there. The Doc- 
tor’s comments on his teachers, here and 
abroad (by name), and on his colleagues 
(anonymously) are especially frank and 
illuminating. 

So far we have seen no book, not strictly 
professional, which any clinician (the strict 
laboratory workers won’t understand it), 
young or old, active or retired, can pick 
up for ten minutes or an hour and get 
so much pleasure and profit for his ex- 
penditure of time and money as he will 
derive from this one. 


A 


Constipation 
MONTAGUE 


JUER CONSTIPATION. By J. F. 
Editor-in-Chief of Health Digest; 
Medical Director, New York Intestinal Sanitarium; 
Fellow New York ns Society; etc. Phila- 
delphia and New York: J. B. Lippincott Company. 
1938. Price, $1.50 

The readable work is written for the 

lay public. It would be well if many of 
our sadleahe could read and digest Monta- 
gue’s words of wisdom, especially those on 
adhesions and the futility of attempting 
their surgical correction, except in marked 
cases. This would prevent the creation 
of many surgical neurotics who wander 
from surgeon to surgeon for one “adhesion- 
ectomy” after another. 

He rightly defines constipation first, and 
impresses the lay reader with the idea that 
one movement a day is an average, not the 
normal, and that a person may be consti- 
pated and yet have two or three movements 
daily (an idea that physicians often fail 
to remember). Then he proceeds to dis- 
cuss the various medicaments (oils, agar, 
laxatives) used in the treatment of con- 
stipation, the means by which one may over- 
come the symptom, and sane remarks on 
related topics. 

This book may be well recommended to 
constipated patients, and its perusal might 
give many physicians an idea or two. 


HOW TO CON 
Montacue, M. 


e} 


Diseases of the Nose, Throat, 
and Ear 


MORRISON 


DISEASES OF THE NOSE, THROAT AND EAR. 
By W. W. Morrison, M.D., Clinical Professor and 
Chief of Clinic, Department of Otolaryngology, New 
York Polyclinic Medical School and ospital. 675 
34 Ilustrations. Philadelphia and London: 


Pages; 
W. B. Saunders Company. 1938. Price, $5.50. 


HIS’ inexpensive and_ unpretentious 
volume is tremendously practical. The 
line drawings of anatomy, roentgenograph- 
ic outlines, and surgical procedures are 
usable, although not dramatic. The prac- 
titioner will find that a sketch of the micro- 
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scopic picture accompanies descriptions of 
infectious diseases (Vincent’s angina, diph- 
theria), blood dyscrasias, and fungous dis- 
eases. 

The text is well worded and authentic. 
The technic of tonsillectomy by incision 
of both anterior and posterior pillars down 
to the tongue, would spare many pillars 
now being sacrificed. The chapter on 
chronic otitis media offers little of in- 
terest or value to the general practitioner, 
who so often must treat this condition, 
because of distance from an otolaryngolo- 
gist. 

Not the least valuable portion of this 
work is that comprising a formulary of 
prescriptions for medications. The physi- 
cian will find here detailed instructions 
on technic and prescriptions for modern 
methods of treatment. 


é@ 


Personal Hygiene 


FISHER AND EMERSON 


HOW TO LIVE: Rules for Healthful Living 
on Modern Science. By Irvine FisHer, 
Professor Emeritus of Economics, Yale University; 
and Haven Emerson, M.D., Professor of Public 
Health Practice, Columbia University. eee 
in Collaboration with the Hygiene Reference Board 
of the Life Extension Institute and the Advisory 
Board of the Vitality Records Office. Twentieth 
Edition, Completely Revised and Kewritten. New 
York and London: Funk and Wagnalls Company. 
1938. Price, $2.50. 


Based 
LL.D., 


T= well-known text on the rules of the 
healthful conduct of life has been brought 
up to date. It is well for physicians to read 
such material, as it gets them away from 
the routine of disease and its treatment. 
Instead of looking for obscure causes of ill 
health, the physician should note that the 


ew 


New Books 






ooks 


103 





patient wears too many clothes, and thus 
lowers his skin resistance, or that a woman 
wears very high heels, and thus he can ac- 
count for pains in the legs and low back- 
ache. 

Every aspect of healthful living is con- 
sidered: diet, calisthenics, functions of skin, 
clothing, housing, outdoor living, bathing, 
mouth and colon hygiene, infection, work 
hygiene, recreation and exercise, relaxa- 
tion and sleep. 

This book may be confidently recom- 
mended to intelligent patients, for their 
personal guidance. 


A 
Life and Blood 
“TRU” 
LIFE-BLOOD. By “Bert Tru,” Physician and Sur- 


geon. Boston, Massachusetts: 
ing House. 1938. Price 


HE author of this soul work wishes to 
remain anonymous, inasmuch as many of 
his beliefs are not those usually held. 

The book discusses such varied subjects 
as infantile paralysis, constipation, lust 
and greed, clean and unclean meat, jealousy, 
envy, anger, hatred, diet fads, allergy, and 
fear. The approach to these topics is at 
times that of the philosopher, at other times 
that of a clergyman, and occasionally that 
of a physician. 

The author’s credo is that fear injures 
the blood. Fear is inculeated by example 
and precept (especially in the present era 
of fear advertising) and transmitted to 
the offspring. 

There is a good deal of wisdom in this 
volume, but the casual reader may be misled 
by the semi-religious aspect of certain 
chapters. 


Christopher Publis 


ae 


The following books have been received in this office and will be reviewed 


SYPHILIS. Presented by the Section on the Med- 
ical Sciences. Edited by Forest Ray Mou tron. 
Publications of the American Association for the 
Advancement of Science, Number 6. Lancaster, Pa.: 
The Science Press. 1938. Price, $2.50. 

THE TREATMENT OF FRACTU RES. By CHar.es 


Locke Scupper, A.B., Ph.B., M.D., F.A.C.S. rth 
Edition, Revi ised. Philadelphia: W. B. Saunders 
Company. 938. Price, $12.00 


TRAUMA AND INTERNAL DISEASE. A Basis for 
Medical and Legal Evaluation of the Etiology— 
Pathology Clinical oe eee Injury. 
By Fane W. Spicer, A.B., M.D., AGP. Phil- 
adelphia: B. Lippincott Company. ie — $7.00. 

DIET IN "thud INFECTIONS AND COLDS. 
By Econ V. Uttman, M.D. Recipes and Menus by 
Eiza Mez. New York: The Macmillan Company. 
1938. Price, $2.00. 

DRUG ADDICTS ARE HUMAN BEINGS. The 
Story of Our Billion-Dollar Drug Racket. How We 
Created It and How We Can ipe It Out. By 
Henry SmituH Writurams, M.D., B.Sc., LL.D. 
With * Statement of the Narcotics Problem by Hon. 
Joun M. Corres. Washington, D : Shaw Pub- 
lishing Company. 1938. Price, $2.50. 
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MAN AND HIS LIFEBELTS. 
timore: The 
Price, $3.00. 


By E. T. Ber. Bal- 
Williams & Wilkins Company. 1938. 


THE ABNORMAL IN OBSTETRICS. By Sir 
Comyns Berxkerey, M.A., M.C., M.D. (Canrtas.), 
F.R.C.P. (Lonp.), F.R.C.S. (Enc.), M.M.S.A. 
(Hon.), F.C.0.G.; Victor Bonney, M.S., M.D., 
B.Sc. (Lonp.), F.R.C.S. (Enc.), F.R.A.C.S. (Hon.), 
F.R.C.P. (Lonp.), and Douctas MacLeop, M.S., 
M.B. (Lonp.), F.R.C.S. (Enc.), F.R.C.P. (Lonp.), 
M.C.0.G. Baltimore: William Wood & Company. 
1938. Price, $6.00. 

MIDWIFERY. By Ten Teachers. Under the Di 
rection of Cuitrrorp Waite, M.D., B.S. (Lonp.), 
F.R.C.P. (Lonp.), F.R.C.S. (Enc.), F.C.0.G. Ed- 
ited by Str Comyns Berxetey, CLiFForp WHITE 
and Frank Coox. 6th Edition. Baltimore: William 
Wood & Company. 1938. Price, $6.00. 

A DICTIONARY OF FOOD AND NUTRITION. 
By Lutvu G. Graves and CrareNnce Witsur Taser. 
Philadelphia: F. A. Davis Company. 1938. Price, $3.50 

THE MONAD. Ane ee Essays upon the Higher 
Consciousness. . W.. Leappeater. Chicago: 

The Theosophical Phe Price, $1.00. 
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Automobile X-Ray Unit 


Tue FIRST AUTOMOBILE X-RAY UNIT in ex- 
istence—a gleaming new streamlined auto- 
mobile, devoid of windows but containing 
an elaborately equipped photographic dark- 
room and the last word in portable x-ray 
equipment—has been delivered to the New 
York World’s Fair. 

Its purpose is to provide the eight first- 
aid stations, placed at strategic points 
throughout the 1216% acres of the Fair 
grounds, with immediate x-ray service, op- 
erated by highly skilled technicians. Its need 
can be estimated from the fact that it is ex- 
pected that some 40,000 patients will be 
given medical aid during the six months 
following the opening on April 30 next. 


A 


Medico-Military Training 
Course 


Tue seconp Medico-Dental-Military Train- 
ing Course will be held from February 26 
to March 11, 1939. This joint meeting of 
the medical and military professions was 
initiated last year, and proved so success- 
ful that its continuance was decided upon. 

The meetings will offer postgraduate 
work, clinics, and lectures on medico-mili- 
tary subjects, with particular emphasis on 
the medical-dental phases during the fore- 
noons, and on the military phases during 
the afternoons. Attendance is not re- 
stricted to those from the Chicago area, 
but will include many from several states. 
Many Medical Department and other Re- 
serve officers will attend on an inactive 


status and without expense to the govern- 
ment, but will receive inactive status credits 
in connection with their military schools. 
For full particulars, write at once to 
The Commanding General, Sixth Corps 
Area, Post Office Bldg., Chicago, IIl. 


? 
Mississippi Valley Medical 


Journal 


Tue weit and favorably known Radio- 
logic Review is now the official organ of 
the Mississippi Valley Medical Society and 
has adopted the name shown at the head 
of this item. 

Incidentally, this Society is one of the 
most worthwhile in the country. Its meet- 
ings are a real postgraduate course. All 
physicians in Illinois, Iowa, and Missouri, 
and many others in the Midlands, should 
be members and receive this good journal 
free. Write to Dr. Harold Swanberg, P. O. 
Drawer 110, Quincy, IIl., for full particu- 
lars. 


? 
College of Physicians 


Tue AMERICAN COLLEGE OF PHYSICIANS 
will meet at New Orleans, La., March 27 to 
31, inclusive, 1939. All fellows and mem- 
bers should be there. For full particulars, 
write to Edward R. Loveland, Executive 
Secretary, 4200 Pine Street, Philadelphia, 
Pa. 


? 
Clinic Assemblies, 1939 


Tue AMERICAN CLINIC ASSEMBLIES, under 
the auspices of the Interstate Postgraduate 
Medical Association, will be held April 14 
to May 10, 1939. The itinerary will include 
the medical centers at Rochester (Mayo 
Clinic), Chicago, Boston, New Haven, New 
York, Philadelphia, Baltimore, and Wash- 
ington. 

The European Assemblies, May 17 to 
July 13, 1939, will include France, England, 
Scotland, Norway, Sweden, Denmark, Ger- 
many, Austria, Switzerland, and Italy. 

For full information regarding these 
important clinical pilgrimages, write to 
Dr. William B. Peck, Freeport, Ill. 
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